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Moperator Hous E. Crow: Everyone has a vital interest in the mental 
problems of the aging—currently, perhaps because of aging relatives or friends; 
eventually, perhaps on one’s own account. Those who are young want to become 
older, and those who are old want to become aged if life has anything left to offer 
them, or, better still, if they feel they have anything left to offer life. They like 
to be active and productive. 

Mental health in the aged depends upon social and economic as well as physical 
factors. The mind requires such interests as education, religion, philosophy, 
work—perhaps part-time—and hobbies or other avocations. Economic situations 
are important. In fact, no one can be well adjusted without something to which 
to adjust. A person cannot live in a vacuum. 

Many older people do not have a chance to make use of the facilities that are 
available for them, or to indulge themselves in some of the things that they 
desire. Therefore, they may need a great deal of attention. As physicians we are 
becoming more and more able to advise and to do something for these patients. 

The members of this panel have given considerable thought to many of these 
problems of the aged. I shall ask each speaker briefly to survey his field. Each 
represents a slightly different interest. We should then like to have questions 
directed toward the panel. 

Because of the nature of the problem, it would be desirable to call on Dr. 
James H. Wall to discuss first the ‘Personality Problems in Aging People.” Dr. 
Wall. 

* Conducted at the 14th Annual Meeting of the American Geriatrics Society, New York 
City, May 30 and 31, 1957. 
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Dr. James H. Wau: Two or three things have happened to me in my lifetime 
that have kept me keenly interested in the aging from a psychiatric point of 
view. I have 5 maternal grand-uncles who fought in the Confederate Army. After 
the Civil War, all except 1 went fishing and continued to fish the rest of their 
lives. One of them made the living for himself and the other 4. They were delight- 
ful companions with whom to spend one’s childhood, and I had great love and 
respect for them. I think that in managing older people one has to have that 
kind of love and interest in them. It is required, as is their doing something about 
remaining useful, companionable and attractive. 

The second thing occurred in my early days at the New York Hospital. I had 
as a patient a charming woman, nearly 88 years old, whose early life had been 
spent in a culture in which I was quite interested and wished to know more about. 
These were the days when families went in series to the graduation exercises at 
Harvard, the days of New York Society. I listened with great interest to what 
she had to say. After two or three interviews, one afternoon in her room she said, 
“Let us get married.”’ She saw that I was somewhat perplexed and ill-at-ease, 
so she said, “Oh, not right away; after thorough, prolonged, passionate court- 
ship.” That statement gave me great respect for the preservation of youth in my 
elderly patients and has helped me to keep a hopeful attitude foremost in my 
mind in dealing with elderly people. 

The third experience was with a genius—an engineer aged 90 who was quite 
concerned about some sexual obsessions. For years, he had not been given an 
attentive ear. After several interviews, it turned out that the problem was a 
rather harsh conscience (in a way, a sick conscience) and a very low sexual drive. 
His understanding of the situation had a great deal to do with his achieving peace 
of mind and the ability to function again in spite of what appeared to be great 
aging. No one had listened to him. Everyone considered him a person to whom 
they should not give ear in that respect. 

During the past ten to fifteen years the psychiatric problems of the aging have 
received significant attention, but the population of old people has been steadily 
growing even faster. Census figures for 1954 indicated a population of 14 million 
people over the age of 65 in the United States. Of these, over 3,800,000 were more 
than 75 years old, and 4,475 were more than 100 years old. Each day over 1000 
people pass their sixty-fifth birthday. It is estimated that in 1975 there will be 
20,500,000 people over the age of 65 years, or one-tenth of the population. The 
average expectation of life at birth in 1909 was 46 years, whereas in 1955 it was 
70 years. At the age of 65 a woman has a further life expectation of 15.1 years, 
a man slightly less. 

We know that when people become old enough, physical and mental dis- 
abilities are likely to develop. The age at which a person may be said to be old 
is an individual matter, but arbitrarily we accept the age of 65 years as the 
dividing line, because this is the usual time of compulsory retirement. The 
emphasis of psychiatry is on mental and emotional problems, but many of these 
problems are increased by physical changes associated with senile and arterio- 
sclerotic brain disease. Although it is often thought that the mental disorders of 
old age are due almost always to organic brain changes and that little can be done 
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for them, this is by no means the case. People over 65 years old may suffer from 
many functional mental disorders such as depression, elation, or psychoneurosis 
yet they recover. In many instances, too, emotionally disturbing problems seem 
to serve as precipitating factors in organic mental disorders from which the aged 
or aging person may or may not recover. 

Not infrequently, older people who are functioning on a level limited by 
certain brain changes, may do well until overwhelmed by emotional tensions; 
then they commence to deteriorate. It is probably true that senile or arterio- 
sclerotic brain disease will develop in anyone who lives long enough, but if that 
person is able to live an emotionally satisfying life, the time of deterioration can 
be considerably postponed with added years of happiness and possibly produc- 
tivity. He will not, at least so soon, become a burden to himself or his relatives 
or require care in mental hospitals. 

What personality difficulties are common in aged people? Many of their mental 
and emotional changes coincide with changes in the life situation. Retirement 
has a marked effect on morale. If an older person is not prepared, as is often the 
case, to engage in new interests and associations or the fuller pursuit of new 
hobbies, he feels that he is out of things and useless. He becomes restless with 
unexpendable energy and dissatisfaction. He becomes worried, anxious, and 
compulsive over small matters. As his income has usually decreased from that in 
his more productive years, he worries about finances. His circle of friends and 
acquaintances has decreased. He pores over obituary columns. He is overcautious, 
probably as a result of his previous experiences and partly because he wishes to 
avoid the stresses of new situations. 

He is likely to become depressed, moody, irritable and jealous. In such dis- 
advantageous circumstances, he becomes suspicious and may show certain 
paranoid inclinations, which often may be easy to understand if one considers 
his problems. A woman’s occupation as a housewife may not change perceptibly, 
so she may not for a time be exposed to such stresses unless she is harrassed and 
worried by the difficulties of her husband. 

With increasing physiologic aging, older people tend to have more physical 
complaints, which they may accentuate even without realizing it, for the sake of 
attention and sympathy. They are often concerned about diminished acuity of 
the sense organs, e.g., the ears and eyes. They begin to lack energy. They like to 
reminisce and live in “the good old days,” and regret changes in customs which 
they have no interest in accepting. Feelings of inadequacy may make them in- 
creasingly dependent and difficult for their families to deal with, so that strangers 
may exploit them for loans of money and gifts that they cannot afford. 

It is important to understand that mental health in the aged is closely associ- 
ated with social and economic factors as well as with physical factors. The mind 
cinnot be thought of as a fixed object that is either well adjusted or poorly ad- 
justed, or subject to treatment without relation to the external world. The 
contributions furnished by outside stimuli—social, educational, occupational, 
recreational and religious—prod the mind to function realistically and are im- 
portant in the mental health of everyone. 

The aging often find themselves restricted in their opportunities to participate 
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in such activities and require a certain amount of education, opportunity and 
assistance. All fields of life impinge upon aging people. In the early thirties, 
Walter Meyers showed in several psychologic studies that considerable mental 
capacity might be expected to be retained in old age, especially in matters per- 
taining to experience and judgment. In 1957, Rothchild showed that the capacity 
for mental functioning was not proportional to the organic brain defect found at 
necropsy, and that some people with considerable brain damage had functioned 
quite well, whereas some with comparatively little brain damage had functioned 
poorly. 

There is factual information indicating that emotional insecurity plays an 
important part in severe mental illness in the aging. Several studies of The New 
York Hospital, Westchester Division, have shown that old people have good 
capacity to recover from functional mental illnesses, and a considerable number 
can recover from organic psychoses. 

Prevention is much better than treatment. There is no question as to the pre- 
eminent psychologic need for aging persons to continue participation in the 
creative social and economic life of the community for as long as, and to as great 
an extent as, possible. I am sure that it is the sincere wish and dream of every 
person who approaches old age to have the capacity to remain useful and com- 
panionable. 

Moperator Ciow: Thank you, Dr. Wall, for giving us a good picture of some 
of the personality difficulties that beset old people. These conditions have been 
observed by all of us, particularly doctors in private practice who are called 
upon to deal with many older people. 

I shall now call upon Dr. Alexander Reid Martin, who will speak on “‘Recre- 
ational Measures and Their Value to Older People.’”? Dr. Martin. 

Dr. ALEXANDER Rem Martin: I have been working for thirty-four years in 
psychiatry and psychoanalysis and, during the last ten years, have been con- 
siderably interested in the whole problem of leisure. I welcome this opportunity 
to share with you some of my thoughts about the inseparable companion of leisure, 
namely, recreation, and particularly recreation of our senior citizens. 

The first point I should like to make is that recreation has become extremely 
limited in meaning and has been dealt with far too lightly. One evidence of this 
is a request I received about six months ago from a friend in North Carolina who 
was attending sessions of the Legislature wherein the State was trying to obtain 
funds for recreational purposes. He said, “I would like a statement from you 
that recreation is necessary for health.” The very fact that this should be asked 
indicates how recreation has fallen into disrepute. Therefore, before we can 
begin to think about it at all with reference to the young or the old, we must 
inquire what recreation actually means and define it and redefine it for our- 
selves. 

The first source that we usually consult is Webster. It is interesting that the 
first meaning recreation had, which is now obsolete, was ‘‘refreshment by means 
of food.” Later it came to mean “refreshment by any means,” then “the act of 
recreating,” or “state of being recreated,” and “refreshment of the strength and 
spirits after toil.” 
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The word recreate is different from the word re-create. I was interested to see 
that we have these two words in the dictionary. Recreate has meanings that 
indicate its essentiality and indispensability in our lives, particularly in our later 
years. Recreate means “to give fresh life,” “to refresh after wearying toil,” or 
“to give relief.’’ (Natural sleep is an excellent example of a recreative process.) 
Further definitions are “to invest with fresh vigor and strength,” ‘to refresh,” 
“to re-invigorate,” “‘to enfreshen and enliven the mind and spirit by some 
pastime, agreeable occupation, amusement, or agreeable news’’; also recreation, 
“the action of recreating one’s self by some pleasant occupation, pastime, amuse- 
ment; and, as an instance of this, of pleasurable exercise or employment.” 

If we view the subject dynamically, we see that recreation is part of a natural 
biologic rhythm, that play and recreation are the complements of work, and that 
they are a necessary phase in the whole growth cycle. Work complements play, 
as awakening complements sleep, as systole complements diastole. 

It is this meaning of the dynamic and biologic nature of recreation and of the 
recreative phase of life that has been overlooked. Recreation serves the purpose 
of self-expression, self-fulfillment, and self-improvement. These too have been 
lost as meanings of recreation. 

Recreation unquestionably has a purpose and function in preventing illness, 
in restoring health, and in bringing man “back to his old self.’’ But these are 
negative and static definitions of function. Recreation primarily has to be thought 
of as something that enhances and elevates life and that ‘brings healthy man 
forward to a new self.”” Without these dynamic definitions, we dismiss it, as has 
usually been done in ready fashion. 

Dr. Wall has just told us of the amazing numbers of people now living who 
are 65 years of age and older. In other words, there has been a great increase in 
the number of people who are living years of ripened experience and ripened 
wisdom, years when man naturally should move into fields of great ideational 
fertility and creativity. 

We know from our study of recreation, relaxation and leisure that, unless man 
is able to follow his natural recreative inclinations, he cannot really be creative. 
E. D. Hutchinson has made interesting studies of creative insight in the great 
scientific and artistic geniuses of the past and present, such as Archimedes, New- 
ton, Poincaré, Einstein, Mozart, Coleridge and many others. A report of Hutchin- 
son’s work will be found in the journal, Psychiatry, during the period 1939-42. 
One outstanding thing about this creative phenomenon (the inductive leap, as 
they call it) is that although hard, intellectual work and struggle are prerequisites, 
the actual flash—the great discovery; the new thought—never comes at the 
peak of mental effort, but during moments of relaxation and leisure. This has 
been confirmed again and again—for instance, Poincaré while boarding a street- 
car, Newton under the apple tree, and Archimedes in the bathtub. 

So not only is recreation necessary for health, but we have to see that it is 
really necessary for creativity. Unless we can develop such a wholesome phi- 
losophy of recreation, our later years are doomed to sterility. 

We can point to the advantages that we are giving older people today, and to 
the sums of money that are being spent by states and by the Federal Govern- 
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ment on facilities for our aged. However, without preparation and education these 
will all be misused. One of the findings of psychiatry is that modern man tends to 
misuse his leisure. He does so because he has acquired a philosophy that prevents 
him from using it in a healthy way. For instance, he may use his recreation to 
escape from life rather than to enrich it. Instead of using recreation to improve 
himself he may use it to prove himself. Instead of using it to please himself, he 
may be recreating to please others. Instead of using recreation to conform to his 
own natural biologic rhythm, he may, as many do, have his recreation conform 
to certain social and economic rhythms, and certain economic and social demands. 
The man down the street buys a motorboat, so everybody else buys a motor- 
boat. Tom Smith plays golf, so 6 more men on the block play golf. Why do they 
play golf? They play golf to be “in the swim” or to prove how good they are. At 
the end of the golf game, how many men have elevated blood pressure and must 
go home to be taken care of by their wives? When occupational therapy is 
prescribed for aged persons, they will undertake it perhaps to please the head 
nurse because they are fond of her. They may do it because someone in the ward 
has egged them on, or they may wish to prove they are getting better. These are 
all common, everyday examples of the misuse of leisure and the misuse of recre- 
ation. 

I am sure you all know something about Governor Herter’s program in Massa- 
chusetts for providing houses for the aged. Referring to these new homes, one 
woman said the other day, ‘All you need is here. What you will get here is com- 
panionship, good food, and peace of mind.’’ But in order to insure and maintain 
this peace of mind, we must prepare these people for leisure, otherwise their 
morale and creativity will suffer. You and I are greatly concerned about making 
and keeping our old people fit. I ask the question, “Fit for what?” You must 
today immediately give the paradoxical answer, “Fit for leisure.” Fitness for 
leisure has become one of the great public health problems and challenges of our 
time. 

Aristotle said, ‘“The goal of education is the wise use of leisure.’’ Ex-President 
Hoover has said, ‘‘The future of our civilization will not depend upon what man 
does when he is at work, but upon what he does during his free time.”’ In helping 
our old people to become fit for leisure, the ready availability of recreational 
measures and facilities provides only a partial answer. We need the physical 
facilities, of course, but these can be misused. The capacity for wholesome recre- 
ation is an innate, inward and personal thing, which we naturally possess as 
children. This becomes inhibited by familial, cultural and theological miscon- 
ceptions and pressures. It can only be conserved, restored and promoted by 
education. This is where we must have great understanding. One cannot prescribe 
recreation haphazardly. As a matter of fact, in the real sense of recreation, one 
should not have to prescribe it at all. Herein lies one of the many complexities 
surrounding recreation. 

Some people, and particularly old people, are unable to indulge in recreation 
unless they secure permission from their doctor. They are not able to indulge 
naturally in their leisurely hours or in their leisurely pursuits. They cannot 
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naturally and spontaneously go fishing the way Jim Wall’s uncles went fishing. 
If, however, the doctor writes a prescription, this frees them from responsibility. 
It is a tragedy that the authority for one’s own freedom, one’s own pleasure, 
should come from another person. 

One of the biggest challenges and responsibilities in medicine today is to pre- 
pare old people for leisure. Education hitherto has prepared us only for the 
workaday world. Yet the workaday world is shrinking to a four-day week. The 
three-day weekend is just around the corner. Early retirement and increased 
longevity have added years of leisure time to our lives. 

Who will help medicine? I have been talking in terms of the naturally ripe, 
fruitful and fertile years of our senior citizens. The word “‘ripe’’ is a fortunate 
word because its 4 letters give us the 4 disciplines that must work with medicine 
in order to make modern man fit for leisure. They are “R”’ for religion, ‘‘I’’ for 
industry, “‘P” for psychiatry and ‘“E”’ for education. 

First is “R” for religion. The theologian has a major role in our preparation 
for leisure. He must in particular refute the ‘gospel of work’? which equates 
leisure with idleness and which strongly inhibits our natural recreative inclina- 
tions and our creativity. The Scriptures, particularly the Psalms, abound with 
exhortations to use our leisure to get in touch with the deep stream of creative 
life within all of us. 

Second is “I” for industry. Dr. Miller, Chairman of the Retirement Council, 
has said that only about 10 large corporations in this country today have an 
adequate retirement program. There must obviously be a total mobilization of 
all industry for this educational campaign, with organized labor playing a 
dynamic leadership role. 

Next is “P” for psychiatry. We can help greatly, because through psycho- 
analysis we have learned much about the conflicts that beset modern man in his 
efforts to make wise use of leisure. A high percentage of our patients have com- 
plete inability to relax and inability to play for play’s sake, for the sheer pleasure 
and enjoyment of it. Free play of the body, mind and feelings is extremely difficult 
for many people in our culture. 

Speaking of sheer pleasure and enjoyment, I am reminded of my grandfather, 
a north of Ireland man very fond of the “‘pipe, the bowl, and the fiddlers three.”’ 
He said we should improve that setting by having one of the fiddlers a nice 
looking young girl! His daughter was a methodical, obsessional nurse, who kept 
him as close as she could to her side. In my childhood, I was there under the 
aegis of this aunt, who took care of both my grandfather and myself. She insisted 
on budgeting everything. She would budget books, movies, theater and opera 
under “Education.” She would budget travel, vacations, trips to the seaside, 
sports and games under “‘Health.”” My grandfather would say, “‘Ellen, what do 
vou budget for pleasure?” This story illustrates my aunt’s blind spot for any 
indulgence in pleasure for pleasure’s sake and for all contemplating, marveling, 
wondering and other purely recreative pursuits. 

I am sure that Dr. Wall will confirm that, in psychiatry and psychoanalysis, 
cne of our difficulties is to get patients really to relax. Great psychologic re- 
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sistances to relaxation and true recreation stem from inner complusions. I am 
now speaking very simply, perhaps overgeneralizing. With automation, shorten- 
ing of the work week and increased longevity, we are moving away from external 
compulsions. Compulsory work is lessening all the time. But we are now the 
victims of self-imposed internal compulsions. These inner compulsions are often 
glorified and perpetuated by our culture and turned into virtues. 

One of the more serious of these internal compulsions is fostered by the “‘gospel 
of work,”’ which gained its greatest impetus around the period of the Industrial 
Revolution, through men like Immanuel Kant, John Wesley, Thomas Carlyle 
and John Ruskin. They were all apostles of work for work’s sake. It is interesting 
that Richard Cobden, the great British economist and friend of the working man, 
in 1847 voted against the ten-hour work day because he thought it would be bad 
for the morals of the poor. 

The gospel of work is something that the Puritan, the rigid, compulsive 
Puritan, has carried into our thinking. One model of this Puritan virtue was 
Longfellow’s ‘‘Village Blacksmith” who “earned his night’s repose.’’ According 
to this gospel of work, all leisure, play and recreation has to be earned. In other 
words, our Maker earned and was rewarded by a seventh day’s rest, because he 
worked the previous six! 

This philosophic and theological background perpetuates many compulsions 
that give rise to guilt, that is, guilty feelings people have because they are not 
working, or because they are enjoying themselves. If they can give, as my aunt 
did, some logical, practical reason for their “recreation,” this helps to dissolve 
their sense of guilt. Psychiatry has something to offer in the improvment of 
fitness for leisure, by helping to remove these inner compulsions. Margaret 
Mead tells us that the belief that leisure has to be earned will die hard. 

The last of the 4 disciplines is ‘“E” for education. Education must be more and 
more for life off the job. What is education today but training for life on the job, 
and not education in the Aristotelean tradition for the wise and creative use of 
leisure. This is a problem that is troubling all far-thinking people. If we are not 
educated to derive the most from our leisure, we cannot be creative. We can only 
have sterility in our lives. In a compulsive culture, we can go far in applied 
science, but basic science will suffer severely. It is particularly the ripened years 
of great potential for creativity that are being jeopardized unless we can develop 
a wholesome philosophy of leisure. 

With “Great Medicine,” as Alan Gregg called it, as the sponsor, and with 
the help of the 4 disciplines—religion, industry, psychiatry and education—we 
can make the leisure years of our senior citizens years of ripeness, creative pro- 
ductivity and great usefulness. 

Moperator CLtow: Thank you, Dr. Martin, for your discerning views on 
what recreation means and also for telling us how to go about it. 

Next, Dr. Edward B. Allen will speak on the subject of ‘Cultural Therapeutics 
of Older People.” Dr. Allen. 

Dr. Epwarp B. Aten: I feel a little embarrassed and somewhat in the 
minority today in talking on the question of culture, because I have learned 
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from some source that only about 40 per cent of our population ever reads a 
book. In approaching the question of culture, we have to realize that it entails 
a psychologic attitude that brings up the question of motivation. It brings up 
the question of our emotional attitude, possibly an instinctive attitude, toward 
things as well as people. It presents something for us to reflect upon. 

There is no such thing as an interesting book, but there are people who are 
interested in books. There is no such thing as a beautiful picture by itself, but 
there are people with an interest in the individual and his ability to impart 
something to a material object that creates beauty. In the same way, there is 
a melodious sound only insofar as the musician or the person interested in music 
is able to impart melody to sounds. 

We are going through a period of distressing semantics. When we bring up 
the question of culture, we must understand our approach to it. Iam not planning 
to take up culture today in relation to culture media in the laboratory, or to 
take up the question of cultivation of the soil, or the question of horticulture. 
I am thinking of culture in an anthropologic sense, in its relation to our fellow 
man. 

To set the scene with a sort of cultural frame of mind, I should like to quote 
an anecdote. On a June day more than a century ago, Henry Thoreau noted in 
his journal, “If a man walk in the woods for love of them half of his days, he is 
esteemed a loafer, but, if he spends his whole day as a speculator chewing off 
these woods, he is esteemed industrious and enterprising, making the earth 
bald before its time.”” Few Americans wake up to this irony before middle life. 
The people who wake us up, who appreciate the value of woods and wild places, 
are the naturalists. Not until autumn, not until Indian Summer, do we realize 
how much we have been missing. We cannot all study Greek after the age of 
80 like Cato, or write voluminous tomes of current history like Churchill, but 
some of us may be stimulated to think constructively and thus create an in- 
quisitive zest for further knowledge, or acquire greater dexterity in our manually 
creative or artistic efforts. 

Culture pertains to interpersonal relationships. Although reading and study 
are prerequisites to its acquisition, it involves more than a knowledge of the 
arts, literature or science per se. It is the sum total of the attainments and the 
activities of any specific period, race or people, including their implements, 
handicrafts, agriculture economics, music, art, religious beliefs, traditions, lan- 
guage and story. A definite refinement accrues to our knowledge from such 
pursuits. A cultured citizen is more tolerant, more in demand, and a more stimu- 
lating conversationalist than one less well endowed. He is able to keep his interests 
turned outward in an objective manner and is less apt to become fixed on his 
inner stresses and subjective anxieties. Such externalized interests are the means 
to sound thoughts and are productive of good psychotherapy. They provide an 
liner sanctum, or that place about which Dr. Martin spoke, where we can 
relax and enjoy stimulating reflections in solitude. They lessen tensions. They 
enable us to understand better and to be charitable to our fellow men. 

The physician or therapist may or may not be successful in “teaching an 
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old dog new tricks,”’ depending upon that old ‘‘dog’s’” previous background 
and cultural interests. However, the therapist’s main role should be preserving 
the cultural values that the patient has already acquired, stimulating a desire 
to talk about them, and providing the opportunity to do so. 

The therapist should be a good listener. Even more important, he should have 
some knowledge of semantics and should reveal to the patient that he is interested 
in what the patient is saying. He should betray it in his manner and his personal 
expression as well as in what he says after the patient has expressed his opinion. 
Remember that a receptive ear receives the richest harvest. As a listener, the 
physician increases his knowledge of human nature, and he adds to his own 
store of cultural refinements. He will find that in enabling his patient to talk 
of interests other than personal aches and worries, he has effected the best 
therapy possible. 

The ideal program involves development of cultural interests in the earlier 
years, the continuation of some study of the humanities, the pursuit of the 
arts after high school or college days, and always the seeking of knowledge 
about the culture of people other than those in one’s immediate milieu. I use 
the word milieu rather than atmosphere because I think it encompasses a wider 
area and something more than the immediate atmosphere in which one lives. 

Such pursuits will stimulate thought. With persistent application, the pleasure 
of acquiring further insight is ample reward, for example, when an artist 
visits museums and observes the paintings of those of greater accomplishments, 
or when a musician listens frequently to concerts by the best orchestras, in 
the concert hall, on the radio or by high-fidelity transcription. When we come 
to literature, we should welcome a challenge. It would be advisable for those of 
us who want to be cultured to read at least one book a year that would be a 
little over our heads, that would challenge our thought and take us out of the 
lazy habit of thinking along certain channels or doing it more or less as a con- 
ditioned reflex. I mean something that irks us a little bit, teases us, makes us 
curious, makes us want to find out more about it. Such a book may give one 
enough material and sufficient stimulus to keep him thinking the rest of his 
life. You may say, “What are such books?” I might mention a few. You might 
take Darwin’s “Origin of the Species,” for instance, or Freud’s ‘“The Interpreta- 
tion of Dreams,” or Toynbee’s ‘“The Study of History” (I think most of us 
would prefer the abridged edition by Somervell) or Adams’s ‘‘The Education 
of Henry Adams,” or Fraser’s ‘““The Golden Bough.’”’ These requirements may 
be too strict for some; if so, they might turn to creative literature and consider 
Dostoevski’s ‘““The Brothers Karamazov,” or Tolstoi’s “‘War and Peace.” I 
think that any person of culture should read both of those novels, because they 
are, to me, the two greatest novels ever written, and they will do something to 
anybody who reads them. That person will never be the same after he has 
read those books. He will have an inner desire for something more. 

We might mention Stendhal’s “The Red and the Black,” or even “David 
Copperfield” by Dickens, or Hawthorne’s “Scarlet Letter.”” Many of us have 
feelings of inferiority and shun anything smacking of culture, or we associate 
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with others who have similar handicaps of thought. We think that the develop- 
ment of new interests will lead to our being looked upon as high-brow. We 
overcome such limitations by listening to Bryson’s “Invitation to Learning,” 
Gilbert Highet’s “People, Places, and Books,” Clifton Fadiman’s ‘Conversa- 
tion,’’ Gilbert Selde’s ‘“‘The Lively Arts,” or John Merritt’s recent “Classical 
Music for People Who Hate Classical Music.” I mention radio instead of televi- 
sion advisedly. These programs require concentration in order to obtain what 
is important from them. They should be listened to alone, without others present 
to intrude with compulsive conversation. Television serves as an excellent decoy 
to keep other members of the family away from us at such moments. Television 
offers too many stimuli of sight and sound, and affords much less play for the 
imagination. Fortified by the content and suggestions from the radio programs 
mentioned, we would become able to compete with our peers. Perhaps it would 
be well to furnish an illustration of the question of too much imagination. A 
presentation of a Shakespearean play may have such an elaborate background 
and scenery that it detracts from the actual words of Shakespeare. I shall never 
forget “Julius Caesar” as produced by Orson Welles, without background or 
scenery. I derived a great deal more from the play than at previous or sub- 
sequent times when I saw the presentation with scenic background. 

The therapist should avoid intruding his own special interests and cultural 
enthusiasms, in order not to overwhelm the patient or to interrupt his trend of 
thought. Whenever your patient is really productive, it would be a criminal 
offense to interrupt or to interpolate. At the same time, never look on the pa- 
tient’s pursuits as low-brow. Remember that the patient may derive more en- 
joyment from reading a cookbook or a seed catalog than a physician may from 
reading a history of medicine or the latest technic dealing with his specialty. 

Do not be perturbed when you patient wants to function on a lower plane 
of culture than he was formerly wont to do. Thus, save yourself much embar- 
rassment over your own absorption in a mystery story while the latest medical 
journal lies on your bedside table. 

Moperator Ciow: Thank you, Dr. Allen, for speaking so well about very 
important interests of older people. 

I should like to call upon Dr. Alvin I. Goldfarb who will discuss “‘Psychologic 
Adjustments of Older People in a Home for the Aging.’ Dr. Goldfarb has special 
knowledge about aging people because, in addition to being Consultant to the 
Psychiatric Services for the Aged in the New York State Department of Mental 
Hygiene, he has been Chief of Neurology and Psychiatry at the Hospital and 
lfome for Infirm and Aged Hebrews and is well acquainted with many of the 
problems. I am sure that he has a great deal to tell us. Dr. Goldfarb. 

Dr. Atvin I. Gotprars: It had been my intention to put together a few 
iotes on this important topic, but this morning my son insisted on our taking 
part ina Memorial Day parade and my daughters wanted to watch, so I some- 
| ow became involved in the entire process. In this way, my intention to devote 
liy attention to the aged yielded to the demands of youth, who, it seems to 
me, enjoy the pomp and circumstance of our occasions of mourning and re- 
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membrance more than anything else at their age. The young dead rather than 
the living old were venerated this morning. Today, I think that this has its 
place. It is my belief, however, that the development of attitudes that will 
make possible certain kinds of attention to the old who are alive will go hand in 
hand with the development of attitudes that will make less likely the evolution 
of conditions conducive to further conflicts that slaughter our young. This is 
one of the important points to be considered in thinking of why we bother with 
extremely aged persons who are very ill. 

This turns my attention to a lighter vein. It reminds me of a story told to 
me by a rather old and disabled man who was having a very hard time. He 
said, “The allotted life span according to the Bible is three score years and ten. 
Every year that you live after that is like a gift. Take it from me, that is what 
it looks like.”” Apparently, he had not received in life many gifts that were to 
his liking. 

I agree with Dr. Wall that there is little correlation between the extent of 
brain damage and the extent of emotional or behavioral disturbance seen in 
older persons. I also agree as to the surprising reversibility that can be achieved 
in people whose difficulties we can bring ourselves to understand and to deal 
with. 

I am also impressed by the remarks of Dr. Martin and Dr. Allen about recrea- 
tion and learning. I strongly believe that these are important. In the case of 
very old, very sick, disabled people who have lost economic resources, friends 
and families, and who have all sorts of troubles, it is most difficult to arouse 
interest in any kind of recreation. Recreation and pleasure seem to me to go 
hand in hand in many ways. Although one can inflict pain upon another person, 
it is very hard to inflict pleasure upon him or force him to enjoy himself or do 
things that are pleasant. One of our major psychiatric problems with the very 
old, debilitated and dependent aged is how to induce pleasurable states, and 
how to lead them into recreational pursuits in the sense of the definition given 
by Dr. Martin. 

Dr. Allen’s remarks are very pertinent. We have tended in the past to discount 
the enormous importance of early factors in the creation of disorders in later life. 
People who have learned to live, who have learned to read even things a bit over 
their heads, and who have progressed in studies of one kind or another (whether 
they be professional, semi-professional, or merely farming and cooking) will be 
less likely to run into the difficulties which we too glibly ascribe to brain damage 
or physical disorder. They are less likely to become aged persons afflicted with 
disorders that we ascribe to senile deterioration without knowing what that may 
be, or that we ascribe to arteriosclerosis without knowing why it should act so 
selectively. 

About seven years ago, I noted in a hospital for aged persons that brief 
neurologic examinations of disturbed patients with apparent brain damage and 
of chronically ill persons in the seventh to ninth decades of life, and the making 
of ward rounds with the assistance of the house physician, seemed to do a great 
deal for the staff. It seemed to relieve guilty feelings on the part of nurses, 
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attendants, administrators and doctors who were having a hard time with these 
patients. It seemed to increase the pride of the staff, and to re-establish the 
confidence of the attendant personnel and to augment their alertness. Thus, we 
helped the staff by seeing the patients. We also helped the relatives a great deal. 
Improvement in their outlook appeared to be followed by improvement in the 
patients. Many observations of this kind tended to confirm that a large number 
of extremely disturbed older persons could reorganize their activities and attain 
some psychologic improvement, if they found a properly reassuring and sup- 
portive figure in the immediate social environment. 

The provision of such an environment for aged persons is the concern of 
Dr. Fred Zeman, with whose work I am sure you are familiar. He pioneered 
in the creation of a home for aged persons which can provide them with a good 
milieu. He has succeeded in great measure in creating a medical staff, nursing 
staff, and administrative attitudes that tend to keep the disorders of older 
people from growing worse and to favor reversibility. 

What constitutes a reassuring and supportive figure for an aged person in distress? 
Recently, one of our younger psychiatrists, who seemed to be rather pessimistic 
about certain aspects of treatment, was persuaded to make psychiatric rounds 
in an area in which some of the so-called “‘vegetators” had inadvisedly been 
grouped. He was surprised to find that these persons who were unresponsive, 
mute, disoriented and completely helpless in their relatively sterile hospital ward 
environment, when seen in the room of the physical therapy department or- 
ganized by Dr. Dobrin, displayed some sociability and had improved grasp and 
orientation. Upon return to the ward, there was a relapse to the former state. 

Early experience with a large number of persons who appeared to improve 
upon brief contact with a psychiatrist and in response to changes in the immediate 
and more general environment, led to attempts in a more formal and sustained 
way to establish relations with such maladjusted people through which they 
might attain and maintain improved adjustment. The concept that all their 
aberrant behavior was motivated, and that the chief motive was to achieve 
assistance from another person, has been the nucleus about which we construct 
our efforts to help these aged, ill persons. This is our operational concept: regard 
all behavior of the older person, no matter how disordered it may be, no matter 
how much it may appear to be based upon physical illness, as if it were motivated 
to secure your help. 

It may be that having a theory does something for the psychiatrist, just as 
having a psychiatrist around seems to affect the doctors, nurses and attendants. 
Having a theory decreases anxiety and anger and makes reasonable efforts 
possible. One must have a concept with which to work. 

What these sick people need above all, is to maintain their conviction that 
there is hope and help. The therapist’s job is to see to it that the patient does 
not become disillusioned about the powers of the person to whom he turns. 
I} is important that he not be discouraged in his particular way of believing in 


the doctor as a person who is in a position to help him and over whom he has 
some control. 
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Disillusionment simply leads to further anxiety on the part of disabled people. 
The need to find a convincingly helpful figure is a trend that they tend to hide 
from themselves and from others, as it is not consciously initiated and carried 
out. The manner in which they conduct their campaign for help can deceive the 
delegated assistant as well as the frightened patient. A person viewed as po- 
tentially helpful, and looked upon as someone to be dominated, manipulated 
or maneuvered, is what the patient appears to be searching for without appre- 
ciating the fact that he is doing so, and even while consciously denying it. 
Actual domination or manipulation of the other person, however, is not essential 
for a beneficial effect on the patient; the silent conviction that he can exert 
such an influence may be sufficient. 

To remain in the good graces of such potentially helpful persons, a patient 
will perform seemingly miraculous feats at times, such as using long unused 
muscles or performing intellectual tasks considered no longer possible. Moreover, 
the belief that a person has been found who has great powers to help, and the 
initiation of efforts to bring the selected protector’s powers to bear on the pa- 
tient’s problems, provides a sense of purpose. 

It seems that joy’s soul lies in the doing. As Shakespeare said, “‘Man prizes 
the thing ungained more than it’s worth.” Wooing the therapist is a search 
for the ungained prize. It brings to the attention of the participating, previously 
inactive patient, the unrealized extent of his powers. It is these efforts and these 
real or illusory successes that tend to reassure and support the patient—not 
the pats on the back or the words of the physician. 

Favoring the establishment of a relationship which the patient is eager to 
establish, and favoring the continuous return to you of a person who is extremely 
sick, aged, helpless, and looking for aid, is a bona fide, worthwhile, medical task. 
If you refuse, because you feel that such therapy is not medically worth- 
while, or is not organically based, or does not seem to have much rationale, 
this dismissal of a person who wants to talk to you and use you to get things 
done simply sends him on his way to look for another person who will be more 
suitable. When, on the other hand, the physician permits establishment of this 
helpful relationship, it gives meaning and purpose to the life of the patient. 
With such a base, one can sometimes progress to more specific gains. Having 
gained such a relationship, the patient may take pleasure in having won some- 
thing through his own endeavors and become more productive in his own right, 
utilizing the relationship less and less for this purpose. 

Moprerator Cirow: Thank you, Dr. Goldfarb, for being so optimistic and 
for showing what physicians can do for these older people. 

I purposely saved Mr. Barrie as the last speaker. You will note that many 
of the interests and needs of elderly people have been cited. The question fre- 
quently arises as to how these can be provided for all old people. In most com- 
munities, services are available which can do a great deal for older people, if 
they want to make use of them. Mr. Barrie will talk on “Community Services 
Useful in Promoting the Mental Health of Older People and How the Doctor Can 
Make The Services Available.”’ Mr. Barrie. 
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Mr. Rosert Barrie: I have a deep interest in, and some knowledge of, 
broad community problems, community programs and mental and public health, 
but I do not have the expert knowledge that your training and experience in 
medicine offers. Perhaps, because of my experience in community aspects of 
mental health, I can bring to you some thoughts that will help to make your 
technical knowledge more useful in the solution of some of the huge and perplex- 
ing problems that are the subject of this discussion. 

May I first cite the fundamentals that must be present if community services 
of any kind are to function effectively, be they for the aged, the young, any 
special group, or the population as a whole. These can apply to mental health 
services for any age group, or indeed to services outside the field of mental 
health. 

First, and above all, is leadership. Unless citizens in the community, both 
nonmedical and medical, can give of themselves to provide leadership for the 
establishment of these services, nothing will happen. Each of you can make 
genuine contributions in this respect. 

Second, is precise factual knowledge of the needs that the services are de- 
signed to meet. All too often, community services are planned in the absence of 
such precise knowledge. There is a deplorable tendency for communities to adopt 
a program activity that has captured their imagination because it seems to 
have been successful elsewhere—a sort of “get-on-the-bandwagon”’ type of plan- 
ning. If this is done without careful evaluation of the particular needs and 
demands of the community in question, waste and frustration are likely to ensue. 
Having been assured of high quality leadership by people who have taken the 
time and trouble to determine and describe accurately the needs that they want 
to meet, the third ingredient in program planning is, of course, the activities. 
Program activities must be not only well planned but well financed. They must 
be studied continually to see that they are really good and are achieving the 
intended goals. 

Although program activities should be planned with priority needs in mind, 
another quality is particularly important in planning for community services 
for older people. This is diversity. The needs of older people are so varied that 
no one program or agency can possibly meet them all. This means that each 
community must keep studying its services for the aged and, as rapidly as 
leadership, funds and facilities become available, add new elements to the 
program. 

I should like to suggest some specific community services for the aged. How- 
ever, it is difficult, if not impossible, to mention specific services in the field of 
mental health for the aged without first giving major consideration to some of 
the services that should be available even if we make the rational assumption 
that no specialized services in the field of mental health for the aged are required. 

Many of the services which I shall mention are directly conducive to the 
mental health of the aging and the population as a whole. Regrettably, I can 
provide only an incomplete list. Perhaps, however, it will suggest some other 
tings to you, which your own communities need. This list comprises 15 com- 
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munity activities which any group of leaders who plan to meet the needs of 
the aged in their community would do well to think about. 

First are the public education and orientation programs. Someone needs to 
to take the time and trouble to work with newspapers, radio and television, 
in fact, all means of mass communication, in order to have the whole population 
intelligently concerned about the problem. 

Every community must also have some agency to provide a center of infor- 
mation, guidance and counseling services for aged people, as well as for their 
families and the professional people who are working with them. This takes 
intelligent planning and maintenance. 

Aged people need intelligent employment services. This also takes planning 
and follow-through. Many communities can make good use of workshop facilities 
to develop crafts and hobbies. For this, it is necessary to have not only work- 
shops, but also an outlet for the sale of craft and hobby products, and some good 
merchandising skill. Otherwise, these old people will waste their time in making 
useless ‘‘doodads” which will not find a market. 

Many of you are already familiar with Day Centers for recreation and social 
experience for older people, a facility available to a selected few through their 
own resources, but denied to many others unless the community joins forces to 
provide it. 

There is also a need for group homes for the aged under public or voluntary 
auspices. Among special services for older people who can live in their own 
homes are the visiting housekeeper service or “‘meals on wheels,” home and 
medical nursing care, home physical therapy, and even friendly visiting by a 
corps of volunteers. 

An important factor is the maintenance of high quality care in nursing and 
convalescent homes. This includes the provision of seminars and institutes for 
the personnel of such homes, many of which programs you can help in conducting. 
Occupational and diversional therapy should also be made available in such 
institutions, as well as adult education classes paying particular attention to 
the wants and reserves of older people. 

One of our earlier speakers mentioned the Massachusetts program of special 
housing for older people. This field needs extensive exploration and offers one of 
the most significant opportunities for older people to remain useful in their 
communities and to contribute volunteer services for projects that are of im- 
portance to them. For instance, there are opportunities for older people to pursue 
their religious beliefs, to be active in church work. Think about your own service 
in community, charitable or church affairs. How often are older people put 
on the shelf and not given an opportunity to be actively useful? 

There should be a permanent community planning organization that is prop- 
erly representative of all the needs and problems of agencies that work with 
the aged. 

If a community has a broad community-health program, the particular needs 
of the aged will be adequately met. I question any suggestion that the need 
of a particular age group be met before broad community programs are estab- 
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lished that will serve people of all ages. This does not preclude the possibility, 
however, that specialized services for the aged, particularly institutional services, 
may be desirable. 

I suggest that, in New York State, one of the best ways for providing com- 
munity mental health services for the aged is to give full support to programs 
designed to function under our community Mental Health Services Act. 

There should be much more extensive use of general hospitals in providing 
care for elderly patients who are mentally ill. This program is made possible 
under the Community Mental Health Services Act, in that local mental health 
boards receive reimbursement up to half the cost of providing in-patient care 
for mentally ill persons. 

The proportion of aged persons in our state hospital population is steadily 
increasing. I am not sure, as a nonmedical person, that this trend can be reversed. 
However, it can be slowed down by making certain that as many patients as 
possible are retained in our communities and not sent to state hospitals, and 
that patients who have to be admitted to these hospitals are accepted again 
in the community as quickly as possible. 

This leads me back to the subject of community leadership. The medical 
profession is invariably regarded as a source of leadership by lay people when 
they begin to plan community services. I think I can say without fear of con- 
tradiction that in no community in this state is there enough citizen medical 
leadership. There never can be enough! But, in far too many communities there 
is not even the minimum amount required. This is often the fault of lay leaders 
who do not seek out medical leadership. Sometimes, though, they fail to seek 
it for fear of being refused, or they are reluctant because physicians cannot 
or will not give the time because of the pressure of professional duties. You 
can do something about this. Step forth and show your willingness to serve on 
boards or committees of the recreational, the social, or the health agency in 
your community. This will enable you not only to serve your patients more 
effectively because you will have an intimate knowledge of community services 
available for your prescription, but it will give you the rich and deep satisfaction 
of having done something for all the people in the community as well as for 
your patients. 

I speak with sincere conviction when I pay tribute to the medical men and 
women who are already giving unselfishly and devotedly of their time to com- 
munity affairs. I speak with even more feeling when I say that I wish there were 
more of them. 

Moperator Ciow: Thank you very much, Mr. Barrie, for indicating the 
needs of old people and how they can be met in part by community services, 
olten in the course of some other work, and also for encouraging doctors to pay 
attention to and help with some of these community services. 

Now, if there are questions, will you please let us have them. As you know, a 
psychiatrist is in a slightly different situation from most of his medical colleagues 
in discussing questions. We deal much in experience and conceptions. Some- 
tines it is difficult to be definitive, but we shall do our best. 
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Here is a question directed to you, Mr. Barrie: “Jn proposing productive 
remunerative activities for older persons, do you see any conflict of an economic 
nature through the rivalry of younger persons? This is not intended as a reason for 
not allowing oldsters a place in the scheme of things.” Mr. Barrie, would you 
care to answer that? 

Mr. Barrie: There is no validity to that argument. Wherever we go today 
and talk about community problems, the need almost invariably brought up 
as being the most acute and most perplexing is that of personnel. This is true 
not only in health and welfare fields, but in industry and in all phases of our 
economy. On that basis, I do not see anything but waste in failing to use talented 
people of all ages. It is true that as we grow older there must be a lessening of 
pressures and demands upon us, but it is wasteful in the extreme to put people 
aged 65 on the shelf. 

Moperator Crow: Here is a question directed to you, Dr. Wall: “Do you 
believe that Metrazol with nicotinic acid is of value in the management of cere- 
bral arteriosclerosis with mental confusion and forgetfulness in the older person?” 

Dr. Watt: I should like to note the experience in our hospital during the 
past thirty years. Before the advent of such things as vitamins and Metrazol, 
most aged patients entering the hospital for treatment of organic mental dif- 
ficulties were also suffering from a superimposed toxic psychosis. This was often 
due to the fact that about the only type of medication used in those days was 
sedative drugs; poor elimination and lack of adequate nutrition and fluid intake 
nearly always resulted in a toxic delirious state. Today, thanks to the advent 
of vitamin therapy and the use of such things as Metrazol, most of these pa- 
tients are not in such a condition. 

Anything that has the power to stimulate sluggish circulation and improve 
nutrition is helpful. Of more significance, however, is the attitude of the physician 
working with and prescribing for elderly patients. As Dr. Goldfarb pointed out, 
there are physicians who offer to their patients nothing except resignation and 
the path to death. All that such physicians accomplish is to anger their patients 
by dismissing them. 

Anything that impresses the patient with one’s thoroughness and attitude 
of charity, along with regulation of the diet and addition of stimulating and 
nutritional factors, is extremely helpful. 

MopeErator Ciow: Some of these stimulants have been mentioned. 

This question is an interesting one, because such drug treatments in arteri- 
osclerotic older people are predicated on some sort of rationale. I remember 
that Dr. Himwich wrote a book several years ago on “Cerebral Metabolism 
and Cerebral Disorders” that contained many pertinent observations. Others 
have contributed, too. It seems that in newborn animals the energy for main- 
taining brain function is chiefly due to glycolysis or the splitting of glucose 
to pyruvie and then lactic acid. This is the system very early in life, perhaps 
before birth, and it is anaerobic. Young persons have faster cerebral metabolic 
rates than older people. In young animals, the initiation of a faster rate of 
oxidation coincides with the appearance of a new enzyme system, the cytochrome 
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and cytochrome-oxidase system, in association with the increased importance 
of aerobic oxidation. This has led to a consideration of accessory ways of stimu- 
lating cerebral metabolism as well as augmenting the old anaerobic type of 
metabolism that the brain maintains. Levy, Fong, and many others in the last 
few years have tried administering such substances as cytochrome C, serving 
as an enzyme to promote oxidation. Attempts have also been made to increase 
the blood supply to the brain by giving nicotinic acid or utilizing the so-called 
analeptic effect of Metrazol, but the evidence of beneficial effect is not con- 
clusive. As you know, many beneficial results can be brought about in patients 
without the use of drugs. However, there may be some future for medicines of 
this kind. 

Dr. Martin, will you take the next question. “What place has therapeutic 
hypnosis in treating emotional difficulties in the aged?”’ 

Dr. Martin: I am afraid you have asked the wrong doctor this time. I have 
had no experience with this form of treatment. 

MopeErator Ciow: Who has? 

Dr. Watt: A distinguished neurologist was once my patient. He had tried 
all kinds of medicine for sleep. With a good sales talk, I prescribed table salt 
and sodium bicarbonate, along with some suggestion. He accused me of knocking 
him out on two or three occasions. I think that suggestion, rather than hypnosis, 
works very well. 

Moperator Cow: Here is a request that Dr. Allen repeat his list of books. 
Do you have it here, Dr. Allen? 

Dr. ALLEN: That is a dangerous question because one’s proclivities and in- 
terests are ever enlarging There are many more such books than the ones I 
mentioned. Paper pocket books can be obtained in Brentano’s basement and 
in corner drug stores. They have certain books entitled “good reading” and also 
lists of worthwhile books. The list I mentioned was Darwin’s “Origin of the 
Species,” Freud’s “Interpretation of Dreams,’ Toynbee’s “Study of History” 
(t.e., the abridged edition; I would not advise people to read the whole ten 
volumes; if they did, they would age before they should), Adams’s ““The Eduea- 
tion of Henry Adams,” and Fraser’s ‘‘The Golden Bough.” I can think of hun- 
dreds of others. 

In creative literature, z.e., novels, I mentioned Dostoevski’s ‘‘The Brothers 
Karamazov” and “Crime and Punishment,” Tolstoi’s ““War and Peace,’’ Sten- 
dhal’s “The Red and the Black,” Mann’s ‘““The Magic Mountain (I did not 
mention this before), Dickens’s “‘David Copperfield,” Hawthorne’s ‘“The Scarlet 
Letter,’’ Hugo’s ‘‘Les Miserables,’’ Somerset Maugham’s Human Bondage,” 
and Flaubert’s “Madame Bovary.” 

Moperator CLow: With regard to literature in the life of older people, 
some of whom may have slight memory defects from time to time, I am stimu- 
lited by Dr. Allen to think of the story that Dr. Benjamin Rush, the Father 
o! American Psychiatry, told of an aging friend who was a great reader. This 
friend used to tell Rush, “You read a book and remember it, but I read the 
Sime one over and over with ever-increasing pleasure.” 
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Dr. Martin, I direct this question to you. “Js recreation indispensable for 
maintaining and promoting the health of older citizens?” 

Dr. Martin: I thought that I had made that very clear. However, I am glad 
that it has come up again. Not only is it indispensable to health, but it is one 
of the things that our senior citizens must have in order to make them feel useful 
and, above all, creative. 

It seems to me that recreation, the ability to indulge in wholesome recreation, 
is essential for a creative life. The feeling of sterility which undoubtedly plagues 
many people who are wandering about and do not know what to do next, is 
in part due to disuse of creative ability. Some have set aside a good income. 
They are financially secure, yet there is hollowness and vacancy in their lives. 
A great deal of that stems from their inability to relax, to let themselves go, 
as Heraclitus said, ‘‘to listen to the essence of things.”’ This is something that we 
have lost. The point I wanted to raise is whether or not in growing up we have 
lost the faculty for free play of mind and body that we had as children and have 
thus jeopardized our creative potential. Hans Selye in “Stress of Life’? devotes 
many pages to the question of leisure and modern man’s inability to relax. 

I am glad that Mr. Barrie said that any community program for mental 
health should not be aimed specifically at one age group. I was trying to get 
over the idea that we must preserve and promote a wholesome philosophy of 
recreation throughout life in order to make our later years creative. 

I wonder, too, if we have not lost sight of the fact that there has been in 
our culture a tendency to glorify youth. There is a prevalent idea that older 
people are not so useful, whereas in many instances great creative strides have 
been made after the age of 50 years. Recreation is indispensable, not only for 
health, but for the realization of the natural creative potential of the ripened 
years of wisdom and experience. We have many knowledgeable men approaching 
the sixth and seventh decades, but we have few wise men. The capacity to use 
leisure creatively is an essential quality of a wise man. 

Moperator Ciow: Dr. Goldfarb, will you please answer this: “What effect 
do tranquilizing drugs have upon the initiative and desire of the older person to 
seek and participate in recreation?” 

Dr. GoLpFrarB: I am not sure I can answer that. The study of the effect 
of drugs in any age group is fraught with many difficulties. It is a complicated 
affair, in which the differences among people and the prejudices of those ad- 
ministering the drugs play important roles. I have seen the tranquilizing drugs 
used in an old age shelter and home for the aged; like all other kinds of treat- 
ment they are administered to a heterogeneous group of people. The fact that 
a person is old does not necessarily place him in a set group. He is old by defini- 
tion when he is age 65, but he is also old when he is age 95. That thirty-year 
span covers many different kinds of people. There are the frail, the robust, 
the ambulatory and the disabled. All have different needs when they require 
tranquilizers and tend to react somewhat differently. In some, the tranquilizing 
drugs may decrease anxiety and aberrant behavior so that it is possible to talk 
with them and interest them in forming a relationship and moving toward some 
recreational and diversional activity. In certain others, the tranquilizing drugs 
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may induce a vegetative state, and then one has to backtrack and use some 
other method. In general, the use of tranquilizing drugs should be tempered 
with wisdom. The way the medicine is administered is often more important 
than the type of medicine given. 

Moperator Ciow: The question, and you have covered part of it well, was 
“If you give old people tranquilizing drugs, will the drugs make them so com- 
fortable that they will sit about and do nothing?” Have you observed instances 
in which patients do not have the energy to amuse or recreate themselves? 

Dr. Gotprars: I know of no drug in reasonable dosage that does that, except 
opium. 

Moperator Crow: Dr. Allen, will you try this?: “Js there a common denom- 
inator that underlies the psychologic abnormalities of behavior disorders in aged 
people?” 

Dr. ALLEN: The one that comes to mind first is the degree of organic defect 
present that affects the patient’s activities, his grasp of his environment, the 
the ability to be properly aware or oriented, and his relationship to time and 
place or the people around him. The question of a common denominator from 
the psychologic point of view is a little more difficult, because people are so 
varied and complex. There are so many personality types; for instance, the 
introverted and the extroverted, the feeling, the intuitive, the sensory and the 
thinking types. I suppose there should be some common denominator among 
these. People who have an interest in mathematics, physics, the sciences and 
engineering, have one attitude. People who are more interested in the humanities, 
may have another attitude. But, even so, with the further knowledge that we 
now have and the greater facilities for the transfer of knowledge, engineers are 
becoming more interested in the humanities, and the people who deal in the 
humanities are becoming more interested in science. 

Hans Reichenbach of the University of California has written a stimulating 
book, “The Rise of Scientific Philosophy.’’ He cites many philosophers and 
points out that with the empirical method and with post-observation we have 
acquired scientific facts to change these philosophic theories. The various groups 
are coming closer together. For instance, through the use of tranquilizers psychia- 
trists are becoming more and more interested in the study of organic reactions. 
On the other hand, internists and surgeons are becoming more interested in the 
psychologic implications of patients’ reactions and in mental problems. Similarly, 
there is more interchange between psychiatrists and the clergy. They are coming 
closer together in our society, so that they may exchange ideas. 

Moperator Crow: Dr. Wall, do you think that the amount that an old person 
ts able to accomplish is directly correlated with the amount of brain damage? 

Dr. Watt: It is difficult to answer that question. Many people in whom great 
brain damage is found at necropsy were able to function very effectively during 
life. Some who do not show the same amount of brain damage at necropsy, 
were withdrawn, querulous, incapacitated and lacking a grasp of their environ- 
ment during life. This stresses the importance of education, struggling through, 
remaining useful and active, enjoying life, and being creative during old age. 

{In dealing with older people, the main factor is not necessarily how much 
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they are damaged, but how much one can get them to use what faculties they 
possess. Sometimes the results are surprising. 

Dr. Martin: Doctor Clow, something occurred to me while Dr. Goldfarb 
was talking about leadership and about the behavior of the doctor. I am re- 
minded of my experience as a young, eager medical student. I had just graduated 
from medical school. This has todo, by the way, with interfering with the pattern. 
We all know that old people have a certain fixed pattern of life, and interruption 
or interference with it can be most devastating. I was making local calls for 
my cousin in Belfast. He had gone away for three weeks. I had just graduated 
and was full of vigor and new ideas. In his practice he had a fair number of 
elderly people. I would drop in on them and find that they were receiving certain 
drugs and doing certain things not in accord with what I thought should be 
done. I managed to prescribe new things such as walks in the park, an occasional 
ride, hobbies, and diverting occupations. When my cousin came back, he gave 
me a severe lecture because I had proceeded to disturb all his elderly patients. 
It was good experience because it showed that eagerness to do something may 
result in undoing the degree of stability which these people need so badly. Under 
the pressure of modern science and modern medicine we have the urge to do 
more for our patients, but sometimes we upset an essential established pattern 
of life. 

Moperator CiLow: That is a very important point, Dr. Martin. 

Dr. GoLtprarB: What Dr. Martin has emphasized brings home to me the 
force of your question about tranquilizing drugs. Even with regard to recreation, 
one man’s meat can be another man’s poison. There also have been many mis- 
guided attempts to enforce certain kinds of recreational programs. The people 
who go into a particular field, like medicine, may be ambitious and have special 
‘kinds of activities and interests. However, they are dealing with people who come 
from different backgrounds, who may derive a great deal of pleasure from just 
sitting around and watching other people do things. 

There are people who love to go to a ballgame. I hope you will forgive me, 
but I am not one of them. I would rather be playing ball, even of a much in- 
ferior kind. That does not make my choice any better than the other person’s. 
Similarly, it does not mean that we ought to descend upon older people who 
like to sit and look out of windows, and insist on getting them to do things. 
If a tranquilizer will make it possible for them to look out of a window and 
enjoy it, fine! We have succeeded in our task. 

Moperator Crow: Just help them to do what they want to do. 

Dr. Martin: I am reminded of what Dr. Allen had to say about the seed 
catalog and Sears Roebuck. A well-known director of one of the finest art mu- 
seums in the country obtains his greatest inspiration when he is doing crossword 
puzzles. He sits and solves crossword puzzles and from this activity come some 
new and rather brilliant ideas. He is able to relax by engaging in a seemingly 
unimportant impractical pastime; yet this procedure actually facilitates the 
creative process. 

I do not know whether you read about Van Neumann who died some months 
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ago. A great physicist and brilliant mathematician, he was largely responsible 
‘or our massive calculating machines. He used to rely a great deal upon his 
subconscious mind. He would go to bed with a serious problem on his mind 
and wake up with the answer. He keenly liked going to nightclubs and parties. 
In the middle of a gay celebration—celebrations, incidentally, are an important 
part of leisure—he would often come up with the solution for which he had 
been striving. 

Moperator Ciow: Thank you, Dr. Martin. There is one particular subject, 
Mr. Barrie, that you perhaps could talk about. There are such things as Day 
Centers which do a great deal of good as far as older people are concerned. 
Can you tell us what a Day Center is? 

Mr. Barrie: A Day Center takes many forms. Usually its emphasis is on 
recreation. It can be provided by various religious groups, such as the Y.M.C.A. 
or Y.W.C.A. There are also various Jewish centers. Primarily, it is a place for 
older people to go and spend their daytime hours in recreation, having fellow- 
ship with other people of similar tastes. At the same time, it offers diverse activ- 
ities, so that the old people do not feel that they are being put into a mould. 

MopEraAToR Ciow: There are several Day Centers in New York. The Service 
Center is in New York. Dr. Allen, do you know something about that? Or Dr. 
Goldfarb? 

Dr. GoLpFrarB: What kind of comment would you like from me about a 
Day Center? 

MopERATOR CLow: Perhaps you could identify some, or tell us what they do. 

Dr. GouprarB: The Sirovich Day Center is in downtown New York City. 
The Hodson Center is in upper New York City. These are centers to which 
people who have reached retirement age or post-retirement age are attracted 
because of the opportunity to join a group of their contemporaries in a varied 
program. 

The Hodson Center, for example, has a number of workers who make possible 
what we might regard as occupational therapy. Card playing is not discouraged. 
Organized activity takes place on the basis of a kind of club membership. There 
is a good deal of camaraderie and building of morale because of belonging to a 
particular group and associating with group leaders. Many a man who no longer 
has his job to go to regularly, has something to get up for in the morning. He 
puts on a clean collar, a nice tie, and has a place to go so that he is not in his 
wife’s hair. The wife is delighted and enjoys her day because he has some place 
to go. The club is as good for her as it is for him. I think the Day Center has 
a place. 

There is often much confusion about the usefulness of one kind of facility or 
institution as compared with another. Therein lies a danger. The Day Center is 
good for some people. However, as demonstrated in the study of Downing in 
Syracuse, many older people whom one would expect to be enthusiastic about 
such a club, ignore it and will not go near it, even though they know it exists 
and is not too far away. 

Or. ALLEN: One group in White Plains is interesting. It is a selected group 
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composed of business men and some professional people who are retired or semi- 
retired. They meet every Tuesday at the Y.M.C.A., have luncheon, and discuss 
current problems. They visit community institutions and become acquainted 
with them. They have visited West Point, the United Nations, Grasslands 
County Hospital, a local branch of Manhattan College, and the Bronx Zoo. 
They are a little like Aleoholics Anonymous. They ask their members to tell 
their life experiences and how they became interested in this or that. Although 
I am not a member, they have asked me to talk to them and tell how I became 
a psychiatrist—which should be quite a challenge. 

Moperator Crow: Our time is up. I want to thank the members of the panel 
—Dr. Goldfarb, Dr. Martin, Dr. Wall, Mr. Barrie and Dr. Allen, and our 


audience. 
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GASTRIC REMNANT INTERPOSITION IN SURGERY OF THE 
ESOPHAGO-GASTRIC REGION: PRELIMINARY REPORT 


THOMAS C. CASE, M.D. anp GEORGE O. HALSTED, M.D. 


The Department of Surgery, St. Vincent’s Hospital, and Goldwater Memorial Hospital, 
New York University Division, New York, N.Y. 


In a previous paper (1) a procedure for the surgical treatment of lesions about 
the esophago-gastric junction was described. The operation involved excision of 
a portion of the distal esophagus and a large part of the proximal stomach, and 
the gastric remnant was interposed in an isoperistaltic limb of jejunum in order 
to utilize it as a gastric pouch for the reception of ingested food. 

Redo and Barnes (2, 3, 4) previously reported on the disadvantage of the 
presence of an antiperistaltic limb of jejunum in the re-establishment of con- 
tinuity of the alimentary tract (3), and also on the relatively unaltered condition 
of the gastric remnant after resection of the distal esophagus and proximal part 
of the stomach. The desirability of maintaining the stomach or a gastric remnant 
in direct continuity with the intestinal tract has been stressed by many investi- 
gators. 

In the recent past the numerous reports of many varied procedures advocated 
for the reconstruction of the alimentary canal following resection in the esophago- 
gastric region reflect the ever-increasing interest and need for further study of 
this subject. 

It is the purpose of this paper to review briefly the progress of surgery of the 
cardio-esophageal region, to call attention to some of the difficulties encountered 
with procedures used in the past, to report 3 cases of typical lesions in the area, 
and to suggest another method of surgical treatment. 


REVIEW OF PROCEDURES NOW EMPLOYED 


For severe cases of peptic esophagitis with complications requiring surgical 
therapy, numerous operative procedures have been proposed. Wangensteen and 
Leven (5) suggested that subtotal gastric resection would appreciably reduce 
the acid secretion, with subsequent healing of the lesion (Fig. 1). In many cases 
some form of esophago-gastrectomy (6) is performed; in some instances the re- 
section is limited (Fig. 2), and in others there is extensive resection of the acid- 
producing area of the stomach (Fig. 3). In both of the latter procedures the esoph- 
agus is anastomosed to the gastric remnant, and esophagitis has recurred in a 
very high percentage of cases (although to a lesser degree following extensive 
gastric resection). Valdoni (7) reported a preference for extensive resection of the 
esophagus, with esophago-gastric anastomosis carried out high in the thorax; in 
his experience, such an anastomosis has not been followed by esophagitis (Fig. 4). 
However, Sweet and his associates found that with this form of treatment less 
thin 25 per cent of the patients became asymptomatic, but that when extensive 
gastric resection of the stomach was performed a considerable number obtained 
relief. 
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. Subtotal gastric resection. 

. Limited esophago-gastrectomy. 

_ Extensive gastric resection and limited esophagectomy. 

. Extensive esophageal resection with high esophago-gastrostomy. 
. Esophago-gastrectomy with Roux-Y esophago-jejunostomy. 

. Esophago-gastrectomy with jejunal limb interposition. 

- Resection of lower esophagus and lower end of the stomach. 
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Allison (8) stated that any form of esophago-gastrostomy is to be avoided when 
one attempts surgical correction of the complications of reflux esophagitis. He 
preferred a resection of the involved esophago-gastric region, with closure of the 
open end of the distal gastric remnant left zn situ, and anastomosis of the esopha- 
gus to a Roux loop of jejunum (Fig. 5). He and da Silva (9) reported that 19 of 
27 patients who survived this operation ate slightly smaller but otherwise normal 
meals and maintained their weight. However, this procedure prevents food from 
coming into normal contact with the bile and pancreatic juices, and the patient 
is deprived of a gastric reservoir. 

Merendino and Dillard (10) advocated the use of a limb of jejunum for inter- 
position between the esophagus and the gastric remnant in esophago-gastric 
resection (Fig. 6). They demonstrated that there is no unusual susceptibility of 
jejunum to acid peptic digestion. Patients with reflux esophagitis who underwent 
this operation did not experience any recurrence of symptoms. Follow-up re- 
ports on these patients would be of great interest. 

The most recent procedure is that of Ellis, Anderson and Clagett (11). They 
advocate removal of the cardia, the lower part of the esophagus and the lower 
part of the stomach including the antrum (Fig. 7). A vagectomy is also per- 
formed. The proximal end of the stomach is anastomosed to the esophagus, and 
the lower end to the duodenum. They reported encouraging short-term results in 
9 patients. 

Esophagoplasty, according to Sweet, has been beneficial in a very small per- 
centage of patients. Other methods have been proposed for replacing the in- 
volved esophagus, such as the use of plastic tubes, a portion of colon, or a long 
segment of jejunum. 

In the treatment of other lesions in the region of the cardio-esophageal valve 
mechanism, the latter is often included in the surgical therapy and again the re- 
establishment of the continuity of the gastro-intestinal tract becomes a problem. 

As has been pointed out by Holmes (12), there may be involvement of the 
lymph nodes at the esophago-gastric junction or on the lesser curvature of the 
stomach, regardless of the location of carcinoma in the esophagus. In order to 
perform a complete cancer operation in these cases, the involved esophagus and 
proximal portion of stomach must be removed. The continuity of the alimentary 
tract can be re-established in most of these patients by esophago-gastrostomy, 
but postoperative esophagitis has been a disturbing sequelae in many instances. 

When esophago-gastrectomy has to be performed as an elective or even as an 
emergency procedure in patients with portal hypertension complicated by 
esophageal and gastric varices, the varices are situated anatomically in such a 
manner as to require excision of the esophago-gastric junction. Esophago- 
gistrostomy in these patients may well be followed by esophagitis with all its 
complications. 


DESCRIPTION OF THE ESOPHAGO-GASTRIC VALVE MECHANISM 


Because of the importance of the esophago-gastric valve mechanism in surgery 
oi the esophagus and stomach, and the fact that its excision may create a problem 
a> serious to the patient as the original disease, a brief review of its manner of 
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Fia. 8. Diagrammatic representation of the cardiac sphincter mechanism. 


function is pertinent. A description of the mechanism has been presented by 
Cross and Kay (13), and will be given here only in outline form. 

Although the terminal esophagus does not have a true sphincter mechanism, it 
does exercise a functional sphincter action, the chief purpose of which is to prevent 
the regurgitation of harmful juices from the stomach into the lower esophagus. 
This junctional sphincter (cardiac sphincter) is made up of the following com- 
ponents (Fig. 8): 

1. The inferior esophageal sphincter. 

2. The phreno-esophageal ligament. 

3. The oblique muscle of the stomach, forming a sling about the esophago- 
gastric junction. 

4. The right crus of the diaphragm. 

The inferior esophageal constrictor and oblique stomach muscle together function 
as a muscular sphincter mechanism in the vicinity of the esophago-gastric 
junction. The right crus of the diaphragm and the phreno-esophageal ligament 
combine to maintain the stomach below the diaphragm, and to maintain the 
acute angle of entry of the esophagus into the stomach. In addition the fundic 
gas bubble plays a somewhat minor role in the prevention of regurgitation of 
gastric contents by exerting lateral pressure on the esophago-gastric junction. It 
is the abolition of this protective sphincter mechanism by excessive vomiting, by 
surgical procedures on the esophago-gastric region, or by herniation at the hiatus 
that results in the varying degrees of esophagitis. 

From this brief description of the complicated manner of function of the 
mechanism it can be easily understood why surgery of this region has been neg- 
lected and why, when finally attempted, it has remained a challenge. It would 
seem almost impossible to replace this mechanism by any means now at our dis- 
posal. Excision of any part containing it would result in reflux esophagitis if the 
stomach were anastomosed to the distal esophagus. The procedure described 
by Merendino and Dillard (10) appears to be the one most likely to prevent re- 
gurgitation of gastric contents. 


DESCRIPTION OF THE NEW PROCEDURE 


The procedure (1) used in both animals and patients is as follows (Fig. ‘). 
Through a thoraco-abdominal or through a high abdominal incision the usual 
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Fic. 9. New procedure. Diagrammatic representation of resection of part of stomach and 
esophagus (cross-hatched area) and reconstructed alimentary tract. 


resection of the stomach is performed, involving the area from or including the 
lower esophagus to the antrum. The jejunum is divided about 30-35 cm. below 
the ligament of Treitz and re-establishment of continuity of the alimentary canal 
is then accomplished by end-to-side or end-to-end anastomoses as follows: 1) 
esophagus to jejunum in an isoperistaltic manner, 2) cut end of stomach to side 
of jejunum, and 3) cut end of proximal jejunum to side of distal limb of jejunum 
which had been brought up posterior to the colon. Ingested food will tend to fall 
into the gastric pouch and benefit from the actions of both the biliary and pan- 
creatic secretions. Some food may find its way directly down into the jejunal 
loop; however, this can be discouraged by the application of a constricting 
suture at the distal position of the gastrojejunostomy. That only a small amount 
of ingested food will go directly down the jejunal loop was demonstrated fluoro- 
scopically by the direction of the flow of barium in the alimentary tracts of 2 
patients who survived. The direction of flow was in accord with the physiologic 
fact that the intestinal contents will always flow along the bowel lumen (in this 
case the gastric remnant and the duodenum) if it is unobstructed, rather than 
through a by-pass. This procedure appears to be a physiologically sound method 
of re-establishing esophago-gastrointestinal continuity. 


PRELIMINARY STUDY IN DOGS 


Twelve healthy mongrel dogs were used in the original study. They weighed 
between 5 and 15 Kg. and were operated upon under intravenous pentobarbital 
sodium anesthesia. In some cases the operation was performed through an ab- 
cominal incision and the entire procedure carried out subdiaphragmatically; in 1 
instance the approach was through a left thoraco-abdominal incision. 

During the operation the dogs received an infusion of 500 cc. of 5 per cent glu- 
cose in water. All of them received 600,000 units of penicillin intramuscularly 
duily for the first five postoperative days. Most of the dogs were allowed water 
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by mouth on the second postoperative day; by the fourth day milk was added; 
chopped meat was given on the fifth day; and by the end of the second post- 
operative week the dogs were receiving a full kennel diet. 

The first dog (a male) was operated upon in December 1954 by the procedure 
described; the esophago-jejunostomy was 2 inches above the diaphragm. There 
was some postoperative diarrhea for about ten days, and regurgitation for about 
five days when feedings were resumed. Within three weeks the dog was taking 
regular rations and soon regained the weight he had lost following operation. He 
was sacrificed four months after operation. There was no evidence of esophagitis, 
either grossly or microscopically. The gastric remnant was dilated to about twice 
its size immediately after operation. 

Another dog (a female) was operated upon in January 1955. The esophago- 
jejunostomy was performed below the diaphragm. She did well after operation 
except for a three-week period of diarrhea. Re-exploration was performed in 
March 1957. All anastomoses were intact and the gastric remnant was dilated 
to about three times its size immediately after operation. This dog gained weight 
when receiving regular rations and appeared to be perfectly normal. 

In January 1957 operation was performed subdiaphragmatically on 3 puppies 
from the same 3-month-old litter; another member of the litter was kept for a 
control. All 3 puppies had some diarrhea for about ten days and regurgitated their 
food for about one week postoperatively. One was sacrificed four weeks following 
operation, and another at six weeks. Gross and microscopic studies failed to re- 
veal any evidence of esophagitis; the gastric pouch was somewhat dilated in 
both. The third puppy (a female) is living and well, has gained weight and ap- 
pears to be quite normal, although slightly smaller than the control male dog. 

Other dogs were also operated upon in February 1957 by subdiaphragmatic 
esophago-gastrectomy. Some died of generalized peritonitis between five and 
seven days after operation because they had been given solid food by mistake too 
soon, and the others died of what appeared at autopsy to be a pneumonic process. 

The failure of some of these animals to survive should not have any bearing 
on the validity of the success in the use of the procedure. These deaths were the 
result of inadequate preoperative and postoperative care. 


CASE REPORTS 


Although the preliminary animal study was deficient in desirable scientific 
data, the surgical feasibility of the procedure and the results obtained in the 
surviving dogs were sufficiently encouraging to permit application of the method 
to patients requiring surgery in the region of the cardio-esophageal junction. 
The following are 3 representative case reports: 


Case 1 


F. F.. (E 18322), a white male 65 years of age, was admitted January 10, 1955 to St. Vin- 
cent’s Hospital, New York City, because of progressive loss of weight and dysphagia of two 
months’ duration. 

X-ray examination revealed a stenotic lesion of the lower end of the esophagus (Fig. 10). 
This lesion was considered to be malignant by the radiologist. 
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Fic. 12. (upper left) Case 2. Preoperative roentgenogram revealing the presence of esophageal varices. 
Fig. 13. (lower left) Preoperative roentgenogram revealing the presence of an ulcer of the cardia. 
Fia. 14. (upper right) Schematic drawing of operative procedure. 
Fia. 15. (lower right) Postoperative roentgenogram of the upper alimentary tract, showing flow of 
barium mainly through the gastric remnant. 
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After adequate preoperative preparation the patient was explored through a left thoraco- 
abdominal incision. A carcinoma of the lower third of the esophagus was removed. The 
esophagus was transected at a point just below the hilum of the left lung, and the proximal 
three-quarters of the stomach was resected along with the lower esophagus and its tumor. 
Continuity of the gastro-intestinal tract was re-established, as shown in Figure 11. 

The pathologic report was that of carcinoma of the esophagus with nodal involvement. 

A Levine tube was passed down through the esophago-jejunal anastomosis and into the 
gastric remnant. The patient was maintained with adequate intravenous therapy and did 
well for the 48-hour period following operation. His temperature rose to 100.4°F.; pulse and 
respiration were within normal limits. On the third postoperative day he began to display 
signs of tracheobronchial irritation. In spite of aggressive tracheal aspiration, severe 
bilateral tracheobronchiolitis developed, which was the cause of death on the fourth post- 
operative day. 

At postmortem examination, all anastomoses were found to be intact and patent. There 


was severe bronchopneumonia in both lungs, and this was considered to be the cause of 
death. 


Comment. This was the first patient upon whom the operation was performed. 
Although the thoraco-abdominal approach provided adequate exposure, it 
posed the problem of postoperative broncho-pulmonary cleansing, which unfor- 
tunately was most unsatisfactory. A tracheostomy might have been a life-saving 
procedure. 
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Case 2 


M.B., a 46-year-old colored female, was admitted on November 16, 1956 to Goldwater 
Memorial Hospital, New York City, with the chief complaint of abdominal pain and vomit- 
ing of three weeks’ duration. On two occasions, she vomited a small amount of fresh blood. 

She had been hospitalized three years previously because of pain in the right upper 
quadrant, which was diagnosed as acute cholecystitis. For ten to twelve years prior to 
admission she had overindulged in alcoholic beverages, consuming one pint a day. 

Physical examination revealed the presence of icteric sclera and an enlarged liver, but 
no ascites. The spleen and kidney were not palpable. There was no edema of the extremities. 

Course in the hospital: On December 5, 1956 she had an attack of abdominal pain associ- 
ated with nausea and hematemesis of bright red blood. After transfusion of 1000 ec. of whole 
blood, the bleeding stopped. The subsequent course was attended with intermittent epi- 
gastric pain which was relieved by antacids. 

Pertinent laboratory findings: There was a hypochromic, macrocytic type of anemia. Se- 
rum levels were as follows: total protein 6.7 Gm., albumin 3.1 Gm., globulin 3.6 Gm. and bil- 
irubin 3.6 mg. per 100 cc. Prothrombin time was 19.4 seconds. The bromsulphalein test showed 
7 per cent in the serum after 30 minutes. Liver biopsy indicated portal cirrhosis. A gastro- 
intestinal x-ray series with oral barium revealed esophageal varices (Fig. 12) and a pene- 
trating ulcer in the posterior region of the cardia (Fig. 13). 

A laparotomy was performed on December 20, 1956, at which time a limited proximal gas- 
trectomy was contemplated. During the operation uncontrollable bleeding occurred in the 
region of the splenic pedicle, making it necessary to remove the spleen. At the time of the 
operation, the patient lapsed into a state of severe shock despite continuous blood transfu- 
sions. Her systolic blood pressure remained between 80 and 60 mm. Hg, so it was finally de- 
cided to terminate the operation immediately. The postoperative course was stormy. The 
putient had a fever for twenty-seven days (reaching as high as 105°F.), associated with pain 


arices. in the left upper quadrant and back. A diagnosis of subphrenic abscess was made, in spite of 
ia. negative findings with 2 successive x-ray and fluoroscopic examinations. She was treated 

with massive doses of antibiotics, and twelve days after the subsidence of the fever, she 
flow of underwent another abdominal operation. The procedure consisted of removal of the proximal 


jOSTUMY 

RACM 

(iy 

| 


560 T. C. CASE AND G. O. HALSTED Vol. VII 


three-fifths of the stomach (including the ulcer), excision of the lower 1.5 cm. of the esopha- 
gus, and vagectomy. The continuity of the alimentary tract was re-established, as shown in 
Figure 14. 

The patient was fed by means of a Levine tube (which had been inserted past all the 
anastomoses at the time of operation) and intravenous infusion for five days postopera- 
tively, and was then gradually allowed to take fluid and food by mouth as tolerated. She had 
no complaints indicative of reflux esophagitis when receiving a regular diet. 

The postoperative course was uneventful except for the presence of a low-grade fever for 
fourteen days. This gradually subsided with the use of antibiotics. 

Roentgenographiec examination of the upper gastro-intestinal tract on March 1, 1957 
(Fig. 15) showed the barium flowing through the esophagus into the jejunum, through the 
gastric remnant into the duodenum, and then down through the distal anastomosis into the 
distal jejunum. Although a small amount of barium was seen to go directly down the jejunal 
limb, the greater part of it went through the gastric reservoir. There were no indications of 
varices in the esophagus at this time. 

On March 6, 1957, 500 ec. of bloody fluid was removed by abdominal paracentesis. An- 
other tap was performed on March 19, 1957, at which time another 2000 cc. of clear yellow 
fluid was obtained. 

The patient was ambulatory, complaining only of occasional abdominal pain. She toler- 
ated her diet well. Unfortunately the cirrhosis of the liver progressed in spite of all our ef- 
forts to treat it medically. Death occurred from hepatic coma in May 1957. 


Comment. Although a shunting procedure is still the operation of choice in 
cases of portal hypertension with bleeding esophageal varices, there are certain 
clinics in which its validity is questioned. When a shunt is obviously out of the 
question, the logical operation may be a limited esophago-gastrectomy with the 
gastric remnant interposed in the Roux-Y esophago-jejunostomy (Fig. 14). This 
procedure provides protection against recurrent hemorrhage and reflux esophagi- 
tis. Even if the varices recur, one can at least be assured of the elimination of 
one factor that may be contributory in precipitating hemorrhage, namely, 
esophagitis. 


Case 3 


A. G. (51483), a female aged 61, was admitted to St. Vincent’s Hospital, New York City, 
on December 12, 1956, with a history of having vomited coffee-ground material that morn- 
ing. She vomited again after admission to the hospital, and this vomitus was found to con- 
tain a considerable amount of blood. The patient was in a state of shock, with a blood pres- 
sure of 90/60 mm. Hg and a pulse of 120 per minute. The hematocrit reading was 33 mm. 

Past history: In 1943 the patient had had her first episode of hematemesis. She was 
treated conservatively. Investigation at that time revealed the presence of a duodenal ulcer. 
In 1948 and 1953 she again vomited blood and had tarry stools. X-ray examination showed 
a chronic duodenal ulcer. Six months prior to the present admission the patient began to have 
substernal pain and experienced ‘‘some difficulty in getting food down into the stomach.” 
This difficulty became progressively worse until at the time of admission nothing but fluid 
could be taken by mouth. She had lost about 20 pounds in weight in the previous six months. 

Course in the hospital: Upon admission she was treated for shock, and received about 
1500 ec. of blood. An upper gastro-intestinal x-ray series at this time revealed a duodenal 
ulcer and a lesion at the lower end of the esophagus. The esophageal lesion was obstructive 
in nature and was suspected of being a neoplasm (Fig. 16). X-ray examination six months 
previously had not shown any pathologic lesion of the esophagus. 

On January 3, 1957, esophagoscopy was performed. Esophagitis was widespread, extend- 
ing from the cricopharyngeus to the cardia of the stomach. At 45 em. (from the incisors) 
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Fia. 16. Case 3. Preoperative roentgenogram demonstrating a stenotic lesion of the lower 


esophagus. 
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Fia. 17. Case 3. Schematic representation of operative procedure. 
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there was an intrusion into the lumen of the esophagus from the left lateral wall. The lumen 
was almost obliterated. Biopsy of this mass showed hyperplasia with mild papillary over- 
growth of the mucous membrane. There was not enough evidence for a diagnosis of carci- 
noma. 

Operation was performed on January 9, 1957. The approach was through the left chest, 
after excision of the seventh rib and incision of the diaphragm from the esophageal hiatus to- 
ward the costal cartilages. The findings at operation were as follows: The lower end of the 
esophagus was adherent to the surrounding tissue; it was rigid and its wall was about 1 cm. 
in thickness. Thickening was also evident along the left lateral wall of the esophagus im- 
mediately above the diaphragm, and upon attempting to separate this from the surround- 
ing tissue the esophagus was opened. This proved to be the site of a large penetrating pep- 
tic ulcer which extended down along the lesser curvature of the cardia. The duodenum was 
scarred, but there was no palpable evidence of active ulceration. The lower 5 cm. of the 
esophagus as well as the proximal two-thirds of the stomach was resected, and the conti- 
nuity of the alimentary tract re-established as shown in Figure 17. 

The postoperative course was relatively uneventful except for some atelectasis of the 
left lower lobe of the lung. The chest tube was removed on the fifth postoperative day and 
the wound healed without incident. A Levine tube had been inserted beyond all the anasto- 
moses at the time of operation and the patient was fed by this route until the seventh post- 


Fia. 19. Case 3. Schematic draw- 

ing of Figure 18, showing prin¢i- 

pal pathway of flow of barium: 1. 

Esophagus. 2. Jejunum anasto 

Fig. 18. Case 3. Postoperative roentgenogram of the upper mosed to esophagus. 3. Gastric 
alimentary tract, showing flow of barium through gastric remnant. reservoir. 4. Jejuno-jejunostomy 
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operative day, at which time the tube was removed and a bland progressive diet was started 
by mouth. 

The pathologic report on the operative specimen stated: 1) chronic active peptic ulcer of 
the cardia involving the esophagus; 2) chronic esophagitis and peri-esophagitis. 

On January 30, 1957, the x-ray report for an upper gastro-intestinal barium series was as 
follows: “Although some barium undoubtedly passed directly down the jejunum, the pri- 
mary barium stream appeared to pass through the esophagus, jejunum, gastrie pouch, duo- 
denum and then into the distal jejunum.”’ (Figs. 18 and 19). 

Convalescence after discharge from the hospital was uneventful. The patient has been 
taking a bland diet without complaints, and there are no symptoms suggestive of recurrence 
of the esophagitis. There has been a gain of 15 pounds in weight to date. 


Comment. Both the esophagus and duodenum are subject to the action of the 
acid peptic juice of the stomach. The esophagus is less resistant to digestion than 
the duodenum but the duodenum is in the more vulnerable anatomic position. 
There are conflicting opinions as to the treatment of peptic esophagitis, just as 
there are divergent opinions as to the treatment of duodenal ulcer. Certain cases 
of esophagitis can be treated by medical means but others can be cured only by 
surgery, particularly when complications are present, as in Case 3. 

The surgical procedure applied in Case 3 relieved the obstruction in the esoph- 
agus and reduced acid peptic secretion, by removal of the proximal two-thirds 
of the stomach plus vagectomy. The continuity of the digestive tract was re- 
established in as normal a fashion as possible. The interposition of the gastric 
remnant afforded a gastric reservoir and the benefit of physiologic antral action. 
In addition the passage of food through the gastric remnant into the duo- 
denum where it could mix with bile and pancreatic juices, assured the patient of 
some degree of normal digestive activity and subsequent normal assimilation. 


SUMMARY 


A surgical procedure which will permit complete removal of pathologic lesions 
and simultaneously restore physiologic and anatomic continuity approximating 
the normal is an appealing concept. In surgery necessitating the excision of the 
esophago-gastric junction, a procedure involving interposition of the gastric 
remnant and an isoperistaltic jejunal limb is suggested as a means of re-establish- 
ing esophago-gastrointestinal continuity and function. The gastric pouch is di- 
rectly connected with the newly formed upper intestinal tract. 

Of 3 patients subjected to this procedure the first (carcinoma of the esophagus) 
died in the early postoperative period, the second (bleeding esophageal varices 
and ulcer of the cardia) died six months after operation from progressive liver 
disease, and the third (esophagitis with obstruction and ulceration) is living and 
well. 

The experience derived from these cases suggests that the procedure is feasible 
and that esophagitis is not likely to recur postoperatively. Furthermore, in 
cirrhotie patients the operation removes the pathologic lesion which is a prime 
ciuse of death in many cases in which there is bleeding. 

Because of the serious nature of lesions involving the cardio-esophageal junc- 
tion, the described procedure should be regarded as merely palliative in most 
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‘ases. However, based on short-term observation and on theoretical grounds 
which appear reasonable in view of the work of others, it would seem to be a 
worth-while addition to the management of lesions involving the lower end 
of the esophagus and the proximal segment of the stomach. 

Before any definite conclusions can be drawn, many more patients will have to 
be treated and more prolonged postoperative studies made. It is hoped that 
the operation will be evaluated in other institutions. 
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HUMAN PROBLEMS IN GERIATRICS, WITH SPECIAL REFERENCE 
TO FECAL INCONTINENCE 


T. N. RUDD, M.D., M.R.C.P.* 
Southampton Group of Hospitals, Southampton, England 


All symptoms of ill-health are human problems, of greater or lesser degree, 
depending on how much they affect happiness and social security. Painful 
dyspepsia, controllable by dietetic care, may cause little disturbance to life, but 
when physical strength and ability to work are threatened, its significance may 
be greatly enhanced. A persistent cough, productive of much sputum, is a symp- 
tom of different social value, as it early affects the patient’s happiness and his 
status in the community. A complaint of this nature may make him unpopular 
at work, as well as a burden in his home or in a community hostel. 

It is, therefore, worth while to consider the social and “human” implications 
of certain symptoms which, particularly in old age, have a special power of 
affecting happiness. With a devoted family, it is surprising how great a burden 
of unpleasant nursing is cheerfully carried and how little complaint is made of 
foul smells resulting from fetid wounds or persistent incontinence. When there 
is less devotion, or when actual resentment of old age is present, the position is 
far different: the symptoms now present an insuperable bar to home management 
and the patient’s happiness is immediately threatened. Senile confusion, urinary 
incontinence and fecal incontinence are the 3 outstanding conditions in geriatric 
practice which present human problems of this nature. This trio is responsible 
for much burdensome nursing of the aged, and primarily accounts for the un- 
popularity of geriatric nursing; it is also productive of much unhappiness among 
the unfortunate sufferers. Apart from the discomfort and embarrassment in- 
herent in the conditions, the moral obloquy they cause is hard to bear. Restless- 
ness and confusion, leading to attempts to get out of bed, are commonly regarded 
by the nurse or family as disobedience and ‘‘naughtiness’’; urinary incontinence 
is similarly “carelessness”; and incontinence of feces is plain ‘‘dirtiness’” and 
mental deterioration. Attendants who have this attitude soon alienate them- 
selves from the patient and increase his sense of isolation; his feeling of being 
“finished,” physically and mentally, increases his despondency and apathy 
which, aided perhaps by his banishment to a ward for senile dements or for 
incontinent patients, may complete his mental failure. 

The effect of ill-health on the minds of old people is perhaps insufficiently 
realised. Many people enter old age reluctantly and with no proper psycho- 
logical preparation. They resent the passing of the years and their loss of prestige 
in the group. An attitude of “elder-rejection” in the community at large may 
induce in themselves an acceptance of “‘self-rejection’”’ which, as Maurice Linden 
(:957) suggests, may well be a prominent factor in the etiology of senile dementia. 
It is understandable that any physical failure which throws doubt also upon the 
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integrity of the mind, should increase ‘‘self-rejection.’’ There is therefore a greater 
onus on all doctors and nurses to understand the mechanisms underlying these 
symptoms, the relief of which is essential if mental health is to be safe-guarded. 
To blame the patient for happenings which it is our part to prevent can only 
increase his distress and further prejudice his chance of keeping mentally sound. 


FECAL INCONTINENCE 


Of the 3 symptoms listed, fecal incontinence is the most distressing; it is also 
the most readily controllable. Its frequent occurrence is due almost entirely to a 
misunderstanding of its true nature. The key to the situation lies in the fact that 
fecal incontinence is usually the result of an undetected fecal impaction in the 
rectum, and not due to a muscular or neurological defect. This lack of under- 
standing by physicians is difficult to explain, unless it be part of the scant atten- 
tion which the whole matter receives even in geriatric literature. Among stand- 
ard authors, Stieglitz (1954) in Geriatric Medicine describes fecal impaction, but 
nowhere refers to fecal incontinence, which does not figure in his full index. 
Thewlis (1946) in The Care of the Aged mentions impaction several times, but 
does not mention the resulting incontinence. Even John Ryle (1948), writing on 
“Ball Valve Accumulations in the Rectum” in his Natural History of Disease, 
was apparently unaware of this important connection. Senile mental changes 
may, of course, play a part in the origin of the condition. Old people frequently 
show diminished perception of rectal overloading and, even when they feel dis- 
comfort, are sometimes unable to express their needs. Intra-rectal pressure in- 
creases as feces accumulate, while bacterial action leads to softening and Jique- 
faction of the stool; the resistance of the stretched sphincter is finally overcome, 
and an incontinent bowel action results, followed by further incontinence until 
the anal ring regains its normal tone. 

True bowel incontinence of neurogenic origin does exist, but the vast pre- 
ponderance of fecal incontinence seen in old people is rectal rather than neuro- 
genic in origin. Cases of gross senile deterioration in which there is a disorder 
of bowel habit are a problem of an entirely different nature. Such cases are fairly 
easily recognisable: the patient passes motions of normal frequency and con- 
sistency in inappropriate places, in his clothes or on the ward floor. Furthermore, 
the disorder is persistent and not intermittent, as in cases of bowel overloading. 
The patient is generally unperturbed by his antisocial conduct, and usually 
shows other signs of mental abnormality. That such cases exist should not allow 
us to overlook the distinctly different condition of incontinence arising from un- 
diagnosed fecal impaction. 


FECAL IMPACTION 


Although the mechanism of fecal impaction is generally well understood, the 
processes in its production may usefully be summarised. The 2 basic factors at 
work are constipation and a failure to empty the rectum completely. To these, 
there is generally superadded a lack of awareness of rectal distension, due to 
central causes. Any of the usual causes of constipation may be at work. Special 
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mention should be made of the following: dehydration from diminished fluid 
intake or from severe melena, the use of high-residue food substances such as 
bran preparations, the giving of “bulk” laxatives of the methyl-cellulose type, the 
administration of barium salts in diagnostic radiography, and the use of anal- 
gesics such as codeine, which slow peristalsis. Poor muscle tone and strength may 
fail to secure more than a partial emptying of the rectum, though the patient 
may be deceived that all is well; the clinical history is thus obscured. 

The bowel contents, so retained, harden initially as fluid is absorbed from the 
feces. The resulting mass is moulded by movement of the bowel and lubricated 
by the excretion of mucus which its presence promotes. The mass remains in 
situ, acting at times as a ball-valve, until it ultimately breaks down as a result 
of bacterial action. Meanwhile, soft feces accumulate above it, and these may 
be discharged intermittently through a distended and weakened anal ring. 
Stretching of the sphincter is directly due to the downward pressure of the 
fecal mass. At this stage, inspection of the perineum will show a bulging anus, 
through which at times the ball-valve mass may be seen. Pressing-down move- 
ments actually produce crowning and perhaps delivery of the mass, in a fashion 
similar to the birth of a fetal head. 

When liquid feces are discharged, distinction between a primary impaction 
and true diarrhea can easily be made. The liquid motions of fecal impaction are 
thick, high-coloured and not fully absorbed by the clothes, as would oecur with 
a true diarrhea from excessive peristalsis. When the fecal mass disintegrates, a 
soft semi-solid motion results, adhering to the skin and perineal hairs. The appear- 
ance of such a bowel movement clearly indicates the diagnosis, which can be con- 
firmed by rectal examination. 

Before natural cure is achieved by disintegration of the rectal mass, the pa- 
tient is in danger of acute intestinal obstruction, which may be fatal whether or 
not an operation is performed. Though in young subjects severe local pain may 
be experienced while expulsive movements. are being attempted, pain in the 
very old is unusual. Accumulation of feces in the colon above may lead to much 
abdominal distension, and the overloaded bowel at times is easily palpable. The 
progress of the condition can best be observed by digital examinations, the only 
difficulty occurring in the unusual case of an impaction high in the rectum, be- 
yond the reach of a finger. 


TREATMENT 


Once it is accepted that the only sure method of detection is by rectal examina- 
tion, the diagnosis of fecal impaction becomes easy. That fecal incontinence 
should be considered as the result of impaction until full examination has ex- 
cluded the latter should, in fact, be considered as a medical aphorism. The 
fallacy of relying upon an enema to detect the presence or absence of the condi- 
tion needs emphasis. In the presence of a ball-valve accumulation or a hard mass 
of dried feces, an enema may either produce no result, or else an unsatisfactory 
one; in either case a false impression may be gained. When there is no inconti- 
nenee, a distended rectum may be suggested by restlessness or by retention of 
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urine; either of these symptoms warrants a rectal examination. So frequent is 
silent fecal accumulation in the elderly that geriatric patients should undergo 
routine rectal examination when first taken under care, in order to exclude the 
condition. 

The first requirement is to empty the bowel. Unless the feces are stony and 
wedged in position, a simple enema should be given, and repeated if an encourag- 
ing result is obtained. Throughout the clearance, by whatever method, progress 
must be observed by repeated digital examination. Two useful and time-saving 
alternatives to soap and water enemata may be considered. The first is a caleium 
chloride enema (4 ounces of a 5 per cent solution) administered with the technique 
described by Howell (1956). The fluid is run rapidly into the upper part of the 
rectum, and a good result is often obtained more quickly than with the bulkier 
enema saponis, and with a lower incidence of shock in frail patients. When the 
technique is mastered, the saving of nursing time is considerable. When much 
soft matter is present, good evacuation is often obtained by the insertion of a 
Dulcolax suppository high in the rectum, instructing the patient not to attempt 
defecation for at least twenty minutes. If there is no result, another suppository 
can be used in two hours. 

Softening of the feces may be achieved by a retention enema of 4 ounces of 
olive oil, or by adding 3 ounces of glycerin to a simple enema solution. In spite 
of every effort, digital fragmentation of the mass, followed by manual removal, 
is often needed. This is generally very painful and may necessitate a general 
anesthetic. Before this extreme measure is taken, disimpaction following adminis- 
tration of a nonconstipating analgesic should be tried: for this, 3 drams of methyl 
pentynol elixir (Dormison) may be useful. Two to three weeks’ treatment may 
be required to empty a grossly overloaded bowel satisfactorily, during which 
time repeated enemata or suppositories may be needed. 

Subsequent management lies in preventing constipation and further impactions 
by instituting a regimen designed to avoid them. Comfortable, unhurried defeca- 
tion on a W.C., a commode or sanichair, in a warm atmosphere, and the strict 
avoidance of bed-pans are essential. Intake should be adjusted to ensure adequate 
fluid and dietary protein. Periodic rectal examination should be made if the ade- 
quacy of elimination is in doubt. A weekly enema is sometimes necessary, al- 
though there are grave objections associated with enema-neurosis and the 
strain on the busy nurse. Equally satisfactory results are generally obtainable by 
giving 2 Dulcolax tablets at night, once weekly, and a Dulcolax suppository rec- 
tally the next morning. As shown by Clark (1957), such a technique can greatly 
reduce or abolish the need for enemata. It should be stressed that Dulcolax con- 
tains an active “contact” laxative, and cannot satisfactorily be replaced by the 
less expensive glycerin suppository. 

A final word of warning must be given. After any incident of fecal impaction, 
the anal ring is distended and temporarily inefficient; true incontinence may 
occur, and should indeed be expected, until normal tone returns in a few days’ 
time. Unless this is understood, the nurse and doctor may conclude that their 
efforts have been wasted and that the patient is “‘incorrigibly dirty.” 
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SUMMARY 


Happiness in old age is dependent on both physical and mental factors. Mental 
confusion and incontinence of bladder or bowel account for much personal dis- 
tress, and warrant every effort possible by doctors and nurses to relieve them. 
The frequency and persistence of fecal incontinence is largely due to a failure of 
attendants to realise that the condition originates, not in mental failure or de- 
terioration of habits, but in the natural breakdown of retained feces, resulting 
from a condition of undiagnosed fecal impaction based on constipation. 

The onus of remedying the distressing incontinence thus lies on the doctor and 
nurse to prevent the underlying constipation and to relieve the fecal accumula- 
tion before natural breakdown results. To blame the patient for something which 
is within our control (but not within his), is only to add insult to injury and to 
facilitate his progress into senile dementia, a condition which we all should wish 
to prevent. 
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THE UNSUCCESSFUL AGED 
JEANNETTE L. BAKER, M.D. 


Fergus Falls State Hospital, Fergus Falls, Minnesota 


This paper is intended to be provocative, to stimulate more thinking about 
abnormal aging and to urge continuation of research into the causes of senile be- 
havior, its treatment and its possible prevention. Many of the unfortunate mani- 
festations of aging might be treated more effectively or even prevented if we were 
to regard them as the result of inability to adjust to stress rather than due to 
arteriosclerosis. The diagnosis ‘chronic brain syndrome with senile brain disease” 
has too long been the great wastebasket for explaining much of the childish 
behavior of older people. 

Following examination of 1500 brains at autopsy, Dr. Miller Fisher of McGill 
University (1) was unable to find any correlation between atherosclerosis of the 
cerebral vessels and the clinical manifestations before death, except in certain 
post-stroke syndromes. In these cases, the brain tissue itself had been so damaged 
that invariably there had been some post-stroke stigmata on gross examination 
of the patient before death. In a recent study (2) at the Fergus Falls State Hos- 
pital a group of us showed that, regardless of whether their diseases were organic 
or functional, a statistically significant number of people over age 60 can be 
helped in a measurable degree by giving particular attention to supplying their 
psychosocial needs. They need to love and to be loved, to have self-respect, self- 
confidence, security and a sense of belonging; they need to feel important to 
others; and they need normal social contacts with their fellow men of all ages. 


BEHAVIOR PATTERNS 


Not all people, old or young, whose needs are not met break down emotionally. 
Moreover, most people with atherosclerosis do not show senile behavior. What do 
we mean by senile behavior? We should like to postulate that senile behavior 
and spoiled-child behavior stem from the same factors and lead to similar reac- 
tion patterns; that they both reflect the attempts of the person with inadequate 
defenses at any age, to adjust to rejection or other extreme trauma. The child 
has not yet had time to build mature patterns of behavior, and the unsuccessful 
old person has never been able to do so adequately. The result of his attempt at 
adjustment is apt to be attention-getting behavior such as irritability, stubborn- 
ness, whining, stealing, hoarding, wetting, soiling and temper tantrums, to 
name only a few manifestations. These reactions to rejection are as common in 
the old as in the young, and they serve the same function. In the extreme they 
are not pretty devices. But we know that when a person is least lovable he needs 
love the most; it is his way of telling us that some of his needs are not being 
filled. Unfortunately his annoying behavior generally brings him only more 
rejection. 

Why do some older person’s defenses suddenly become inadequate? Why do 
some react severely to the loss of status—personal, social or financial—which 
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threatens their adequacy? Why are some not able to tolerate rejection? In a 
comparison between the successful and unsuccessful aged at the Fergus Falls 
State Hospital recently (3) it was found that the dependent person, the one who 
fails to form satisfying relationships with others and whose interests are exceed- 
ingly narrow, tends to respond to potential trigger mechanisms causing emotional 
breakdowns more readily than does the alert, interested person who has not been 
so dependent upon the people in his environment. 

What are these trigger mechanisms, both physical and emotional, that seem 
most often to break down these potentially inadequate old people? How are the 
aged apt to react to such stresses as surgery, fractures, or long debilitating ill- 
nesses? How do we as physicians react to these hazards? Do we impart to aged 
patients the same confidence in their ability to get well that we impart to younger 
patients? Do we remember to allow enough time for them to recover; do we give 
them enough interest, attention and encouragement? When they respond to 
surgery with delirium, are we not apt to send them to mental hospitals, giving 
the impression that the transfer is permanent, and failing to advise the family 
that such delirium tends to clear up? How much added trauma do they suffer 
through our implicit rejection of them as less useful and important patients than 
they were as young adults? 

And what of the purely emotional traumata to which all of us must sooner or 
later adjust? There is the loss of a loved one—spouse or child or friend. There 
is the loss of a man’s job through retirement or illness with the consequent break- 
ing of many habits of long standing, and the creation of time for which he has no 
real use. For the woman the family constellation changes as the children grow 
up and leave home, thus destroying the patterns of activity and interest which 
may have absorbed her completely. Parents may have made their interests too 
narrow throughout the years and cannot readily change them. These are the 
people who are not prepared for their own future. Following breakup of the 
marital partnership through death or other causes, the older person must often 
move from the well known home, possibly to go to a rest home or to live with 
some of his own young people. This calls for adaptations which some older people 
cannot make. The widowed mother or father may not be really welcome in the 
young people’s home and may encounter impatience and scolding; on the other 
hand, there may be overprotection, unconsciously given in order to hide guilt or 
hostility. As the older person tries to adjust to this new environment, pathologic 
exaggerations of lifelong behavior patterns seem to emerge. The same emotional 
poverty that earlier caused the mother to cling protectively to her children or 
caused the father to allow his wife to dominate him, now causes them in old age 
to turn to their children, to the rest home operator, or to anyone else for love, 
appreciation and attention. Unconsciously, they may use attention-getting 


behavior. 
TREATMENT 


In attempting to rehabilitate these unsuccessful aged patients, we who work 
in the Geriatric wards of the Fergus Falls State Hospital have tried to supply 
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their needs. Even though they are using attention-getting devices, however 
crude, we believe that they are still motivated to return to society. We try to 
restore their self-respect, sense of belonging and self-confidence, provide normal 
contacts with the outside world, and make them feel important and needed. 
They are urged to be as independent as possible and are allowed to work. We 
show them our affection and appreciation by giving parties, banquets and picnics 
for them, taking them to our homes for coffee parties, and trying in innumerable 
little ways to make them feel loved and valuable. Thus they are given help and 
time to rebuild their own defenses. At the time of discharge arrangements are 
made about their outside environment through family counseling or congenial 
rest-home placement so that they may maintain their improvement after leaving 
us. Our success has been rewarding. 

How to prevent the breakdown of the patient’s defenses is probably one of the 
most important problems confronting the medical profession today. As the life 
span continues to lengthen we must somehow keep these older citizens mentally 
well. For the present our best hope of prevention is the exercise of tolerance, 
understanding and patience in helping our elders to strike a balance with life 
after suffering a traumatic episode and in giving them time to recover from it. 

Perhaps the best prevention in the long run lies in the education of young 
parents for the job of building in their children more appropriate defenses against 
the strains and stresses of life, so that succeeding generations may be better 
able to live out their years as useful, well-adjusted people. 
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PERNICIOUS ANEMIA AND AGING 
THOMAS G. BENEDEK, M.D. 


Medical Service, Veterans Administration Hospital; and the Department of 
Medicine, University of Pittsburgh, Pittsburgh, Pennsyivania 


Pernicious anemia becomes increasingly common with increasing age. In 
most series of cases (1-6) the prevalence is highest in the sixth and seventh 
decades. Onset beyond 80 years of age is unusual, and no cases with onset beyond 
the age of 90 have heretofore been recorded. It is the purpose of this report to 
describe the response of a 91-year-old man with pernicious anemia to vitamin By» 
therapy, and to review the literature with regard to the age incidence of per- 
nicious anemia. 


CASE REPORT 


F. K., a 91-year-old man of Dutch extraction, was admitted to the Pittsburgh Veterans 
Administration Hospital in February 1957. He complained of weakness and anorexia of one 
month’s duration. There had been a weight loss of 25 pounds, but no diarrhea, chest pain, 
syneope or paresthesias. 

The past history was not contributory. The only previous hematologic data were from 
August 1949. These showed a hemoglobin level of 12.5 Gm. per cent, an erythrocyte count of 
3.93 million per cu. mm. and a leukocyte count of 8,100 per cu. mm. 

Physical examination: Weight 109 pounds, height 70 inches, pulse 80 per minute, respira- 
tions 20 per minute, and blood pressure 152/66 mm. Hg. The patient was feeble and ex- 
tremely pale, but alert, cooperative and able to walk. He was deaf in the left ear. The 
pupils were equal and reacted normally. The optic fundi could not be adequately visualized 
because of bilateral immature cataracts. The skin and all the mucous membranes were 
normal, except for pallor. The tongue showed a minor degree of papillary atrophy. The 
heart was normal and the peripheral pulses were easily palpable. There was slight pedal 
edema. Position sense was absent in the toes. Vibratory sense was barely elicited over the 
iliac crests and was absent distally. The remainder of the neurologic findings were within 
normal limits. 

Laboratory data: On admission the hemoglobin level was 3.75 Gm. per cent, erythrocyte 
count 1.42 million per cu. mm., hematocrit reading 12 per cent, reticulocyte count 1.4 per 
cent, and leukocyte count 4,200 per cu. mm. The urine was normal. The levels of plasma 
nonprotein nitrogen and glucose were normal; the level of serum albumin was 3.5 Gm. per 
cent, and of globulin 2.1 Gm. per cent. A roentgenogram of the chest and an electrocardio- 
gram were normal. Gastric analysis showed achylia. Examination of the bone marrow re- 
vealed megaloblastic erythropoiesis. With the Schilling test there was 0.38 per cent urinary 
excretion in twenty-four hours of 1.0 microgram (ug.) of Co®-labeled vitamin Bis given by 
mouth. (The lower limit of normal in this laboratory is 4.0 per cent.) 

Course in the hospital: A dose of 50 ug. of vitamin Bis was injected intramuscularly 
exch day for thirty-two days, and thereafter in diminishing dosage. The maximum reticulo- 
cyte response, 15.2 per cent, occurred on the ninth day of therapy. The reticulocyte count 
remained above 8 per cent from the eighth until the twenty-seventh day. At the time of 
discharge, seven weeks after the initiation of treatment, the hematocrit reading was 37 
per cent, and the hemoglobin level was 11.5 Gm. per cent. The patient had gained 9 pounds, 
wes fully ambulatory and, aside from some postural vertigo, felt well. Position sense had 
re‘urned, but vibratory sense and the appearance of the tongue remained unchanged. 

During the subsequent two years the patient received 100 ug. of vitamin By intramuscu- 
larly every three to six weeks, and continued to feel well. The surface of the tongue gradu- 
ally reverted to normal, and vibratory sensation returned over the patellae. The concentra- 
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tion of plasma total proteins had increased from 5.6 Gm. to 7.1 Gm. per cent. The hematocrit 
reading remained stable at 41 to 43 per cent, and the hemoglobin level at 11.5 Gm. to 13.5 
Gm. per cent. The electrocardiogram remained normal. Serum pepsinogen values were 786 
units and 635 units per 100 ml. (normal range in this laboratory, 400 to 600 units). 


INCIDENCE OF PERNICIOUS ANEMIA IN OLD AGE 


The most comprehensive study of the prevalence of pernicious anemia is the 
analysis of 2,842 newly diagnosed cases which were registered in Sweden from 
1931 through 1935. The incidence steadily increased until it reached a peak of 
44.87 cases per 100,000 female inhabitants at 60 to 65 years of age and a peak of 
35.71 cases per 100,000 male inhabitants at 65 to 70 years of age. The occurrence 
of new cases diminished rapidly beyond these ages and no cases were recorded 
in persons older than 85 (1). 

Between 1913 and 1943 the diagnosis of pernicious anemia was made in 293 
patients more than 61 years of age in one institution (7). Pernicious anemia was 
found in 3.9 per cent of the 5,861 patients who were in the seventh decade, in 3.4 
per cent of the 1,838 patients in the eighth decade and in 1.2 per cent of the 241 
patients in the ninth decade. The age of the oldest patient was not cited. This 
prevalence of pernicious anemia seems unusually great, but no similar studies 
are available for comparison. 

In a series of 1,000 patients with pernicious anemia seen at a county hospital 
the greatest prevalence, 28.3 per cent, was among those in the seventh decade. 
When first examined, 16.1 per cent of the patients were in the eighth decade and 
2.1 per cent were in the ninth decade (4). No cases occurred in patients more than 
80 years old among a group of 329 seen between 1925 and 1940 (5). Of 301 pa- 
tients with pernicious anemia seen at yet another institution between 1928 and 
1949 the oldest man was in the eighth decade and a few women were in the 
ninth (6). Among 65 patients in whom the diagnosis was confirmed by 
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Fig. 1. Age distribution of 1785 women and 1057 men at the time of diagnosis of per- 
nicious anemia. (Adapted from Nordenson et al. (1).) 
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the Schilling test, there were 6 whose illness began between the ages of 70 and 
81 (8). Aside from the 91-year-old subject of this report, among the 152 
patients with pernicious anemia who have been cared for at the Pittsburgh 
Veterans Administration Hospital in the last ten years, the oldest age at onset 
was 68. The highest prevalence was in the sixth decade. 

The incidence of pernicious anemia in an autopsy series of 31,311 patients was 
5.38 per 1,000 cases; 52 per cent of the patients were in the sixth and seventh 
decades and only 6 per cent were in the ninth (2). In another autopsy series of 
29,779 patients over 20 years of age the incidence of pernicious anemia was 4.00 
per 1,000 cases. The highest incidence was in the seventh decade—6.3 cases per 
1,000 autopsies. There was no instance of pernicious anemia among 1,193 
autopsies of persons more than 80 years of age (3). 


DISCUSSION 


The gastric glands secrete acid, pepsin and intrinsic factor independently. In 
general, the secretion of acid fails before that of pepsin, and the capacity to 
secrete intrinsic factor is retained the longest. However, secretion of any one of 
the factors may be lacking while secretion of the others remains normal (9). 
Vanzant et al. (10), using a test meal, found achlorhydria in 27 per cent of 226 
normal men and women between 65 and 79 years of age. Spiro et al. (11) tested 
55 persons with histamine-fast achlorhydria and found serum pepsinogen values 
of 75 to 800 units per 100 ml. (normal range, 150 to 450 units). Twelve patients 
with pernicious anemia had pepsinogen values of 75 to 250 units, with an average 
of 169 units. According to these data there is virtually no relationship between 
the serum pepsinogen concentration and achlorhydria without pernicious anemia, 
and only a tendency toward diminished pepsinogen concentration in pernicious 
anemia. In the subject of this report, the serum pepsinogen level exceeded the 
upper limit of normal. 

In some persons who have lost the capacity for secretion of acid, there is such 
a slight decrease of secretion of intrinsic factor that only subclinical signs of 
pernicious anemia develop. Pedersen et al. (12) performed serial examinations of 
the bone marrow of 46 persons more than 50 years of age. All had histamine- 
refractory achlorhydria and a “mild anemia,’”’ which did not resemble pernicious 
anemia. The marrow of 7 women in this group showed partial megaloblastic 
erythropoiesis. 

Some studies have shown no difference between youths and normal octo- 
generians in the ability to absorb vitamin By. This has been demonstrated by 
microbiologic assays of the urine following the parenteral administration of a 
loading dose of the vitamin (13), and also by measurement of radioactivity over 
the liver and in the urine after the oral administration of ByCo® (13, 14). The 
ability of elderly persons with gastric hypoacidity or anacidity to absorb By is 
significantly less than that of otherwise similar persons of like age whose gastric 
acidity is normal (14). However, diminution of the plasma concentration of vita- 
mii By. with increasing age has been demonstrated by Chernish et al. (15). These 
investigators found that among 201 persons ranging in age from 37 to 92 years 
who did not have pernicious anemia, the average plasma concentration of By. was 
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0.492 ug. per ml. Of the 45 persons whose By concentration was less than 0.3 yg. 
per ml., 87 per cent were 61 years of age or older. The occurrence of a slight but 
consistent diminution of plasma By» concentration with increasing age (15) would 
not be anticipated on the basis of the other data which have been cited. This 
constitutes one of the problems in the pathophysiology of pernicious anemia 
which remains to be solved. 


SUMMARY 


A case of pernicious anemia with onset at age 90 is presented. This aged man’s 
response to parenteral vitamin By therapy was as good as that observed in 
younger persons. He continues in good health at the age of 93. 

The literature pertaining to the age incidence of pernicious anemia is reviewed. 
The data indicate a decline in the occurrence of this disease among persons more 
than 70 years of age. 
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PANEL DISCUSSION ON THE CLINICAL MANAGEMENT OF BLOOD 
DYSCRASIAS IN THE OLDER AGE GROUP* 


Moderator: W1tt1AM DamEsHEK, M.D., Professor of Medicine, Tufts University School of 
Medicine; Director, Blood Research Laboratory, New England Center Hospital, 
Boston, Massachusetts. 

Panelists: Frank H. Beruetit, M.D**., Professor of Internal Medicine, and Director of 

the Simpson Memorial Institute for Medical Research, University of Michigan, 

Ann Arbor, Michigan. 

Epwarp H. Retsner, Jr., M.D., St. Luke’s Hospital, New York City; formerly 

Associate Clinical Professor of Medicine, New York University Post-Graduate 

Medical School, New York, N.Y. 

Steven O. Scuwartz, M.D., Director, Hematology Department, The Hektoen 

Institute for Medical Research of the Cook County Hospital, Chicago, Illinois. 

Leanpro M. Tocantins, M.D., Professor of Clinical and Experimental Medi- 

cine, and Director, The Cardeza Foundation, Jefferson Medical College of 

Philadelphia, Philadelphia, Pennsylvania. 


Moperator WituiAM DaMEsHEK: We shall begin our discussion by taking 
up the question of blood counts in elderly people. In younger people, blood 
counts vary from person to person. There is no such thing as an absolute standard 
for normality of blood counts. Males have more red cells and more hemoglobin 
than females. There have been varied speculations as to why that should be 
true, including the observation that the male sex hormone to some extent may 
be myelostimulatory. 

Dr. Bethell, do blood counts in the older age group differ from those in the younger 
age group? 

Dr. FRANK H. BETHELL: What you have mentioned with regard to the younger 
age group applies to the older age group too. There is a wide range of what we 
might call normal. 

One difficulty in obtaining data is the subject material with which one has to 
work. Information on blood values in older age groups has been obtained largely 
from studies made within institutions. Such patients are not necessarily definitely 
ill, but many of them have some degree of chronic disability. The result is that 
the frequency distribution or spread in values in the older age group is con- 
siderably wider than in normal younger adults. However, in males after the age 
of 55 to 60 there is a definite decline in the hemoglobin level, the red blood cell 
count, and the hematocrit reading toward the values in postmenopausal females. 
In the case of the male post-adolescent up to the age of 55 to 60 years there is 
an average decline in the hemoglobin from 15.6 Gm. to 14.7 Gm. per cent, and 
in the red blood cell count from 5,500,000 to 4,800,000 per cu. mm., with a cor- 
responding drop in the hematocrit reading, but within quite a wide range. When 
some persons become old, the erythrocyte and hemoglobin values may rise 
almost to polycythemic levels. 


* Conducted at the Third Annual Graduate Symposium on Geriatric Medicine, given 
by The American Geriatrics Society and The American Academy of General Practice 
(Rhode Island and New York Chapters), New York, N.Y. 

** Deceased April 21, 1959. 
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Moprerator DAamMesHEeK: Why should these values rise, Dr. Bethell? Is it 
because the patients suffer from anoxemia, cyanosis or heart failure? 

Dr. Berue..: I have no idea. It may represent an effect of aging on an erythro- 
poietic regulatory center, possibly mediated through vascular changes, local 
hypoxia and increased elaboration of an erythropoietin. 

Moperator DAMESHEK: Have you any data as to the new erythropoietic hormone 
in the older age group? 

Dr. BETHELL: No, I have not. 

Moperator DaMEsHEK: Dr. Bethell has been working with erythropoietic 
hormone, which is a rather ‘“‘hot” subject in hematology. 

Dr. Berue.u: The trouble is that our methods of measurement of the erythro- 
poietic activity of plasma are relatively crude. We can detect differences with 
some degree of dependability only when the increase in activity is of the order 
of two to four times normal. In certain persons, there may be enhanced pro- 
duction of so-called erythropoietic hormone as they grow older, but we still are 
not able to measure such differences. 

Moperator DAMESHEK: Dr. Reisner, do you think that the bone marrow tends 
to wear out in the older age group and therefore the blood count tends to become 
lower? 

Dr. Epwarp H. Reisner, Jr.: Meaning, do I think that the marrow perhaps 
wears out like the myocardium or the synovial membranes? 

Moperator DAMESHEK: Yes, or does the marrow become somewhat hypo- 
cellular? 

Dr. Retsner: I have puzzled over that question for a long time, Dr. Dameshek. 
We see a certain number of octogenarians in our hematology clinic. Most of 
them have pernicious anemia and have been followed for many years. During 
the past year, I found 2 or 3 who had received the same therapy continuously, 
but the blood picture had deteriorated. In these very old patients, there is 
usually some other cause for the anemia, such as elevation of the blood urea 
level or some arthritic processes. I am not at all sure that there is such a thing 
as primary old man’s anemia representing wearing out of the bone marrow. 
Necropsies on old people reveal rather active marrow. 

Moperator DaMEsHEK: I had the impression that the bone marrow becomes 
somewhat more fatty and more hypocellular with advancing age, but I am glad 
to hear about your experience. 

Dr. Schwartz, have you any comments to make? 

Dr. StTevEN O. Scuwartz: We carried out a series of marrow studies some 
years ago. We took the age of 80 as the dividing point, and considered only 
patients beyond that age. 

Moperrator DAMESHEK: I am glad to hear that. 

Dr. Scuwartz: Before the age of 80, one is considered young. I do not re- 
member how many marrow examinations we made, but we found that, unless 
there was some obvious or occult disease, the marrow in these old people was 
virtually the same as in younger mature adults. 

Moperator DAMESHEK: You agree with Dr. Reisner. What do you say, Dr. 
Tocantins? 
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Dr. LEanprRo M. Tocantins: By the very nature of the methods some of these 
observations are restricted to qualitative examinations, because the total 
capacity of the marrow, or erythron is difficult to measure. It is just an impres- 
sion that the erythron, as such, is reduced. 

MoperaTor DaMeEsHEK: Is the total red cell mass reduced? 

Dr. Tocantins: The red cell mass, including the precursors in the bone mar- 
row, may be reduced in volume but not necessarily in quality; and perhaps the 
differential counts in the sternal bone marrow would not be much below normal. 
Since we do not have adequate and accurate methods for measuring the erythron 
as such, it would be difficult to answer that question. 

MopERATOR DAMESHEK: Apparently, the panelists do not know precisely 
whether or not the marrow wears out. Dr. Bethell gave the idea that the blood 
count in the older age group is usually somewhat reduced, but he then said that 
it may be increased. Would you want to comment further on that, Dr. Bethell? 

Dr. BETHELL: One might explain the customary decline of values in the male 
on the basis of decreased secretion of gonadal hormone. In experimental animals 
this accounts for the sex difference; the castrated male rat has the same erythroid 
values as the intact female. 

One consideration in a discussion of a possible decrease in the total erythron 
is whether the life span of the red blood cells is changed when people grow 
older. Perhaps one of my colleagues would want to comment on that. I have no 
information on the subject. 

MopERATOR DAMESHEK: Does anyone have studies on that? I do not believe 
that there are many. 

Dr. Tocantins: Is there any difference with age in the rate of incorporation 
of iron into hemoglobin? Perhaps this would give some idea of the activity of the 
bone marrow. Much work has been done in the past two years on the incorpora- 
tion of iron into hemoglobin in a variety of disorders. Perhaps in that way we 
could establish a difference in activity between old and young people. 

MoperAToR DAMESHEK: We ought to get away from that subject, since we 
seem not to know much about it. Most studies indicate that hemoglobin and red 
cell values in older people are somewhat reduced, particularly in the male, so 
that they approach the values found in the female. As males grow older they 
become more like females, at least from the standpoint of male sex hormone. 

Do we have to worry about deficiency states, vitamin deficiencies, and the 
like in the older age group? In some quarters, it is recommended that large 
amounts of vitamins be given to all older people. In fact, this is stressed in the 
promotion of some medications, perhaps known less well by the medical profes- 
sion than by lay groups. 

Dr. Bethell, do you think that old people should receive large amounts of vitamins? 

Dr. BeTHELL: The prevalence of deficient diets in certain older age groups is 
much greater than among younger more active groups. The tendency toward 
dietary faddism in older people contributes to vitamin deficiency. 

Gastric acidity is also decreased in older persons. This may have some bearing 
01: diminished absorption of vitamin By, if we can establish a parallelism between 
decreased secretion of hydrochloric acid and of intrinsic factor. The total gastric 
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secretion is less in older persons, and it has been shown that serum vitamin By» 
levels tend to be lower with aging. However, it has not been demonstrated that 
vitamin By is as well absorbed in older persons as in younger ones, or that old 
people can be benefited by its administration. 

We are still in a position of speculation regarding the occurrence of vitamin 
deficiency in old age. There is no evidence that such a deficiency exists, except 
insofar as there may be a greater incidence of dietary inadequacy and also more 
disturbances in intestinal absorption in certain older persons. By no means would 
I agree that vitamin deficiency and a need for the administration of vitamins is a 
specific attribute of aging. 

Moperator DAMESHEK: Dr. Schwartz, have you any comments on that? 

Dr. Scuwartz: When the diet is adequate, there is no more need for vitamin 
supplementation in the older age group than in the young. 

I should like to revert briefly to a previous point. Many mistakes will be made 
if one accepts anemia in the aged on the basis of aging. Many underlying car- 
cinomas and infections will be overlooked. For this reason, we are reluctant to 
ascribe even moderate anemia, simply to age. We often see concomitant con- 
ditions, such as hypothyroidism, chronic azotemia, subacute bacterial endo- 
carditis, and other conditions which account for a drop in hemoglobin concentra- 
tion and red blood cell count to low levels that otherwise would be considered 
normal because of the patient’s advanced age. 

Moperator DaMESHEK: That is a good point. The tendency years ago was to 
speak of old-age anemia. There is no such thing as anemia due simply to old 
age; one must always look for the cause of anemia in a given instance. In the 
older age group, one looks for conditions such as carcinoma, renal disease with 
uremia (a fairly common cause), or hypothyroidism. 

Let us speak further about deficiency states that may develop in older people. 
Dr. Reisner, what about deficiency states? Are they likely to be of the pernicious 
anemia variety? 

Dr. Reisner: Yes. In fact, pernicious anemia is a secondary deficiency state. 
That is, the deficiency of vitamin By, which produces the anemia is itself second- 
ary to a primary inherited disease or metabolic or cytologic abnormality in the 
gastro-intestinal tract. 

Moperator DAMESHEK: You would emphasize the concept that there is no 
such thing as primary anemia, but that all anemia is secondary to some well defined 
cause—in this instance, a constitutional gastric one. 

Dr. Reisner: Yes. This constitutional gastric disorder is the most interesting 
aspect of pernicious anemia, at least to me. I should like to digress for a moment 
from the purely geriatric aspect of the subject. We have found a small number of 
children in whom pernicious anemia was present in early childhood: in this 
group, the family history of pernicious anemia was positive in more than 50 
per cent. In contrast, the familial incidence in the older age group in whom the 
disease occurs more frequently, was only 10 to 12 per cent. This strongly sug- 
gests that children in whom the disease develops early have received a double 
dose of the genetic predisposing factor from both parents. There is the hereditary 
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tendency and there is the function of time. The stronger the hereditary tendency, 
the earlier in life the disease is likely to appear. For the average heterozygous 
patient, the disease will not develop until he has reached later life. The peak 
incidence of pernicious anemia is in the sixth decade. 

MopeErATOR DaMESHEK: The activation of the hereditary tendency, however, 
may be brought about by environmental factors. For example, if an older person 
stops eating for some reason or other—maybe because a tooth has been ex- 
tracted and his mouth is swollen—pernicious anemia may develop rather 
acutely. 

Dr. ReEIsNer: Yes, that is right. Moreover, a person who has no hereditary 
tendency to pernicious anemia, but whose stomach has been removed, will 
sooner or later show signs of macrocytic anemia. Vitamin By deficiency can 
produce this picture, but in pernicious anemia there is a constitutional pre- 
dilection. 

Another interesting aspect is the probable relationship to the tendency toward 
development of cancer. The characteristic cell in gastric washings and gastric 
biopsy specimens from cases of pernicious anemia was first detected because of 
false positive findings with the Papanicolaou test on gastric washings from a 
group of patients at the University of Chicago. Dr. Rubin reviewed these results 
and found that all the patients had pernicious anemia. Extending the investi- 
gation, he noted the presence of a non-malignant cell, somewhat like the pre- 
malignant cell, apparently associated with the marked tendency towards de- 
velopment of cancer in these cases. The incidence of cancer of the stomach in 
patients with pernicious anemia is at least three times as great as in the popu- 
lation at large. This again points to the presence of a primary cause in the gastro- 
intestinal tract. 

MopeErRATOR DAMESHEK: Dr. Schwartz, have you any further comments? 

Dr. Scuwartz: The thing that interests us is the heterogeneous nature of 
pernicious anemia. I am sure that both Dr. Reisner and Dr. Bethell also have 
been studying this problem. We used to assume that pernicious anemia was a 
disease, but now we think of it as a syndrome. 

Dr. Retsner: I call it a “family” of disorders. 

Dr. Scowartz: We have recently restudied most of the 250 or so patients in 
our pernicious anemia outpatient clinic, because better methods of testing have 
become available with radioactive technics. About 1 in 5 of these patients either 
has some type of malabsorption syndrome other than pernicious anemia, or does 
not show the characteristic absorption of vitamin By associated with typical 
Addisonian pernicious anemia. Yet, studying this group in retrospect, we find 
that clinically the disease has closely simulated classical Addisonian pernicious 
anemia. 

Whether this group is also different prognostically or from a family standpoint, 
remains to be seen. Some of these patients have varying amounts of hydro- 
chlorie acid in their stomachs and yet respond in every way like patients with 
pe*nicious anemia. Incidentally, this is a fruitful area for study at the moment. 
I \onder if Dr. Bethell or Dr. Reisner has done any work along these lines? 
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Dr. BerHeE ut: I agree with you that we are becoming more and more aware 
of the disturbances in absorption that lead to macrocytic anemia and a megalo- 
blastic change in the bone marrow, and that may be due in some instances to 
a combined deficiency of vitamin By and folic acid. 

At times the defect in absorption appears to be limited to vitamin By. In any 
event, treatment with parenteral vitamin By, may correct not only the anemia 
but lead to improvement in the absorption of vitamin By: and probably also of 
folie acid. Clinical observations, serum vitamin B,. determinations, and the 
results of Schilling vitamin By: excretion tests all indicate that a vicious cycle 
may be created whereby a poor diet may cause impaired absorption, and the 
resulting deficiency of vitamin By. may aggravate the malabsorption. 

It is surprising that in many of these patients there may be no clinical evi- 
dences of malnutrition except the anemia. One would expect that the dietary in- 
adequacy and the absorption defect would involve a number of nutrient factors. 

Dr. Reisner: Dr. Schwartz, your statement that some of these patients had 
free hydrochloric acid and yet responded in the same way as patients with 
pernicious anemia interests me, because we have seen that condition only in 
rare instances. A large number of our patients have free hydrochloric acid and 
fail to absorb radioactive vitamin B,2.; however, this is not corrected by the 
addition of intrinsic factor. We do not know the exact diagnosis in these patients. 
They undoubtedly have a malabsorption syndrome, and they respond to par- 
enteral vitamin By. The condition has been labelled sprue. Whether or not the 
picture is that of sprue, I do not know. However, I think that the patient with 
free hydrochloric acid and nonabsorption of vitamin By, corrected by intrinsic 
factor, is rare except among the younger age group. Would you like to discuss 
that? 

Dr. Scuwartz: Whether we call this sprue or not, is really not important. If 
we are going to call it sprue, we shall have to broaden our definition of sprue. 

At the moment, for the lack of a better name, we are classifying all these 
cases as malabsorption syndromes. There is no doubt that gradually this so- 
called malabsorption syndrome group will have to be subdivided further into a 
half dozen or more subtypes. Patients with free hydrochloric acid, by definition, 
do not have Addisonian pernicious anemia and do not behave as though they 
had it, as far as the absorption of vitamin By goes; but they do respond thera- 
peutically to vitamin By. Most important of all, they show the clinical mani- 
festations of pernicious anemia and respond to parenteral therapy. In the past, 
we have simply called them atypical or unusual cases of pernicious anemia. 

Moperator DaMeEsHEK: This is a subject upon which we could spend more 
time. However, we should remember that pernicious anemia is only one of the 
deficiency syndromes that may occur in the older age group, and that these 
syndromes may develop for one of several reasons, e.g., dietary inadequacy, 
a disorder of the gastric juice, of intestinal malabsorption, or liver disease. 
Some people have a complexity of disturbances—dietary, gastric, intestinal and 
hepatic—and therefore are more vulnerable to the development of a deficiency 
syndrome. 

I think of pernicious anemia not strictly as one disease, but as a “family” 
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of disorders. There is the typical Addisonian variety that occurs in temperate 
zones and in the so-called Nordics with achlorhydria and neurologic disturbances. 
On the other hand, many kinds of disease much like pernicious anemia occur in 
the tropics; for example, tropical macrocytic anemia or sprue. Some types, such 
as the anemias of pregnancy, are benefited by folic acid. However, they all 
belong to a similar family. They all have 2 characteristics in common, namely, 
macrocytosis (large red cells) and megaloblastic bone marrow. Otherwise, they 
vary considerably. 

Before proceeding, we might discuss briefly the treatment of pernicious anemia. 

Dr. Reisner: In the last two years we have seen the emergence of oral forms 
of therapy for pernicious anemia. I think that a word of caution is necessary. 

The patient with pernicious anemia can absorb folic acid, but cannot absorb 
vitamin By by mouth unless it is accompanied by intrinsic factor. There is 
definite danger in the use of “shotgun” vitamin preparations in the treatment of 
patients with anemia (especially if we are not sure of the nature of the anemia), 
because folic acid has an antagonistic effect on vitamin By and aggravates the 
neurologic lesions of pernicious anemia. 

MoperaTor DaAMESHEK: Do we know for a fact that folic acid tends to have 
this antagonistic effect? 

Dr. Reisner: I do not think that it is an antagonist in the sense that it is an 
enemy. I think that both of these substances are mutually involved in the meta- 
bolic synthesis of nucleoproteins and that, when one is given, it speeds reactions 
that consume the other. Administration of folic acid to patients with pernicious 
anemia results in depression of their serum vitamin By levels. This is probably 
the reason why cord disease may develop with fulminating rapidity when a 
patient with pernicious anemia is treated with folic acid. There are several re- 
ports of the development of combined system disease in patients who did not 
know that they had pernicious anemia and took multivitamin preparations 
containing folic acid. Conley reported a half dozen such cases in the New England 
Journal of Medicine about nine years ago. Therefore, folic acid is, to my mind, 
definitely contraindicated in the treatment of pernicious anemia. 

Dr. BETHELL: Except in combination with adequate amounts of vitamin By. 

Dr. REISNER: With adequate amounts of vitamin By. The use of oral therapy 
with a combination of intrinsic factor and vitamin By will provide satisfactory 
control of the anemia if the intrinsic factor concentrate is potent. There is an 
increasing amount of evidence that many commercial intrinsic factor concen- 
trates are not as stable as had been hoped for at first. There are several recent 
reports of relapses in patients treated with oral preparations. 

For the present, the most satisfactory method of therapy for the patient with 
pernicious anemia is regularly spaced injections of vitamin By. 

Moprerator DAMESHEK: Dr. Bethell, you are a therapist in this field. What 
do you say to that? 

Or. BerHecy: I would certainly agree that the place of the combination of 
intrinsie factor and vitamin B,.—the official U.S.P. preparation known as Vita- 
mii: By with Intrinsic Factor Concentrate—is now somewhat in question. In 
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fact, it is likely that such preparations will be eliminated from the U. 8. 
Pharmacopeia. 

Recently in Chicago a report was made to the effect that patients become re- 
fractory to intrinsic factor concentrate, but this claim has not yet been com- 
pletely documented. It was not shown in the Chicago study whether the prepa- 
ration used had retained its activity. One of the difficulties has been to establish 
a reference standard for assay of Vitamin By. with Intrinsic Factor Concentrate 
by any technic of absorption or excretion of radioactivity. Standard reference 
materials which possess established activity at the outset apparently lose some 
activity while standing on the shelf. There is always doubt about the potency of 
intrinsic factor preparations after the lapse of considerable time, and doubt as to 
whether or not they will be as active as the original material from which they 
were made. 

Consequently, I agree that parenteral vitamin By therapy is the treatment of 
choice for all patients with pernicious anemia. That does not mean that oral 
preparations may not be used as supplements, if desired. Whether there is any 
real merit in so doing is open to question, except possibly as a means of de- 
creasing the parenteral dosage or prolonging the intervals between injections. 

Moperator DAMESHEK: Thank you Dr. Bethell. We shall have to leave the 
interesting subject of pernicious anemia and go on to another. Neoplastic states 
have some bearing on the blood picture in the older age group. 

A neoplastic condition that occurs in the older age group more than in any 
other is multiple myeloma. It is a proliferating disease involving plasma cells 
throughout the entire body, particularly in the bone marrow. However, it is a 
generalized disorder that seems to be a rather chronic leukemic proliferation of 
the plasma cell series. Dr. Tocantins, have you any comments on multiple 
myeloma? 

Dr. Tocantins: Speaking for myself, the extent of our ignorance with regard 
to the nature of multiple myeloma can be classed as phenomenal. It is really 
disappointing because it is the general impression that we see more cases of 
multiple myeloma than we ever saw before. 

Moperator DAaMESHEK: Do you think that is because the incidence is in- 
creased, or because the diagnosis is more readily made? 

Dr. Tocantins: That is difficult to tell. I know of no statistics that have dealt 
adequately with that point. The incidence seems to be increasing. That is just an 
impression, however, based upon the fact that we are seeing about 1 case 
every three or four weeks in our 1000-bed hospital—sent to us either by an 
orthopedic surgeon or by a nose-and-throat man, or sometimes seen in our own 
medical wards. That is a large number of cases compared with our former 
experience. 

It is true that sternal punctures are being performed more commonly and 
that roentgenographic examinations are being made more frequently. All these 
things have contributed to making the diagnosis. 

Moperator DamMEsHEK: If you were in general practice, what would make 
you think of the possibility that a given person had multiple myeloma? 
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Dr. Tocantins: We usually tell our residents that when a man past age 50 
has anemia, pain in the back and urinary disturbances, think of multiple 
myeloma. That is a rough way to make a diagnosis. The presence of anemia, pain 
in the back and urinary disturbances, particularly nocturia, frequency and 
proteinuria, strongly favor the likelihood of multiple myeloma. 

Moperator DAMESHEK: Do you mean pain in the back and kidney dis- 
turbances? 

Dr. Tocantins: I mean anemia, pain in the back, and some manifestation of 
renal insufficiency. Other diseases may produce the same combination of symp- 
toms, but in the absence of other obvious causes, we would think seriously of 
multiple myeloma. 

Approximately one-fourth of patients with multiple myeloma have hemor- 
rhagic manifestations. Some of these manifestations are due to thrombocyto- 
penia, to changes in the proteins or in prothrombin, to deficiency of accelerator 
factors, or to excessive amounts of anticoagulants. In a few cases there may be a 
combination of all these factors. These manifestations can be most disturbing be- 
cause they nearly always interfere with therapy, which is usually suppressive. 

The use of urethane may not be strictly suppressive therapy; it is palliative 
because it is directed mainly against pain, but possibly it is suppressive. P® is 
another form of treatment, but we have had more trouble with it than good luck. 
Local roentgen therapy has been successful in our hands in a few instances, 
especially in patients who have a great deal of bone pain. General body irradi- 
ation, whether internal or external, is contraindicated. 

The main points to be stressed are the need to be aware of the disease and 
the possibility that it may be masked by chronic renal disease, chronic anemia 
or lumbago, and the fact that we can do very little for these patients except in 
a palliative manner. 

MoperaTor DAMESHEK: What are the diagnostic features of multiple myeloma 
that enable us to recognize it more readily from the beginning? Dr. Schwartz, 
would you care to comment further? | 

Dr. Scuwartz: I should like to underline what Dr. Tocantins has said. We 
go even further. We teach that any patient who has an unexplained anemia 
should be suspected of having multiple myeloma until proved otherwise. 

MoperatTor DAMESHEK: Above what age? 

Dr. Scuwartz: The age of 45 or 50 years, as Dr. Tocantins has said. I think 
that this disease is definitely in the ascendancy. We have been examining bone 
marrows long enough not to have been missing multiple myeloma for the last 
twenty years. In the last ten years, we have been seeing a tremendous increase 
in the number of cases. There is never a time when we do not have from 1 to 3 
cases in the hospital. 

The interesting thing is that it may manifest itself in so many ways. The 
classic triad consists of back pain, anemia and renal insufficiency. Occasionally 
\ patient will come in with nosebleed, and only the fact that the anemia is dis- 
oroportionate to the amount of bleeding calls attention to the possibility that 
‘here is some underlying disease. Patients come in with tumors of the jaw, with 
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pathologie fractures, with unexplained “refractory” anemias, and innumerable 
other manifestations. Unless one is constantly on the alert for the diagnosis of 
multiple myeloma, most of the cases will be missed for a long time. It is not just 
because we are making more roentgenographic examinations and performing 
more electrophoretic studies that we are picking up these cases. The increasing 
awareness undoubtedly is contributing to early detection, but I am sure the 
total incidence is much higher than in the past. 

Moperator DAMESHEK: This plasmocytic proliferation produces a striking 
protein disturbance. The globulins in the serum become greatly increased. As 
a result, rouleaux formation in the blood increases so that a smart technician 
and the physician frequently can detect the disease by looking at a blood smear. 
An alert technician can detect aggregates of red cells when using Hayem’s solution, 
which contains bichloride of mercury, a protein precipitant; the red cells tend to 
form clumps in the pipette and in the counting chamber. There are numerous 
protein changes that account for many of the features of the disease. The electro- 
phoretic pattern is one of them. Proteins may block the renal tubules and cause a 
nephrotic condition. Amyloidosis may develop. Therefore, one should always be 
looking for multiple myeloma. Unfortunately, we cannot do much by way of 
treatment. We give large amounts of urethane, and we sometimes try one of the 
alkylating agents such as Leukeran (CB-1348). At times, we use corticosteroids. 
Unfortunately, we do not have much success with the therapy of multiple 
myeloma. 

We shall now take up another subject bearing on neoplasia. Does chronic 
lymphocytic leukemia in the older age group differ from that in the younger? Dr. 
Bethell, would you care to comment? 

Dr. BerHe.u: Chronic lymphocytic leukemia is the most common of the 
leukemias in the older age group; the median age is about 62 or 63 years. Pa- 
ticularly in older persons, the question often arises as to whether treatment 
should be instituted when the diagnosis is first made. Frequently, the diagnosis 
is made on the basis of a blood count performed for some other condition, or 
on the basis of a general physical examination. An elevated leukocyte count is 
found, with a predominance of lymphocytes that are well differentiated. There 
may be little or no associated anemia or thrombocytopenia. At the same time, 
surprisingly, examination of the bone marrow may often show a heavy infiltra- 
tion of lymphocytes. 

In the absence of definite symptomatology, anemia, thrombocytopenia, or 
marked tumefaction, it is our practice to withhold therapy and observe the pa- 
tient at intervals of three months. If the condition remains stationary, it may be 
possible to prolong the intervals between examinations for as long as six months. 
It is not uncommon to keep such patients under observation over a period 
of years. We have one patient who has come to us for fourteen years; his white 
blood cell count has remained stable at a level of about 40,000 to 50,000 leuko- 
cytes and 70 to 80 per cent lymphocytes. He has not had any treatment. Nothing 
can be gained by instituting therapy in such a case. 

When, however, the leukocyte count is rising, or when there are other evi- 
dences of activity, treatment should be started. One has a choice between 
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radiation and a chemotherapeutic agent. The agents that have proved most 
satisfactory have been the alkylating drugs, triethylene melamine or TEM, and 
more recently chlorambucil, which is now sold in this country under the trade 
name of Leukeran. Dr. Dameshek has already referred to it. Chlorambucil has 
advantages in terms of adjustability of dosage and relative lack of cumulative 
action in comparison with TEM. Therefore, chlorambucil is now used by us in 
the treatment of most patients with active chronic lymphocytic leukemia, 
unless there is a clear indication for the use of local irradiation. We no longer 
employ total body irradiation or radioactive phosphorus in the treatment of 
chronic lymphocytic leukemia. We occasionally use topical irradiation for en- 
larged nodes or an enlarged spleen. 

In chronic lymphocytic leukemia there is frequently a concomitant or second- 
ary form of so-called hypersplenism, usually manifested by hemolytic anemia 
and sometimes by thrombocytopenic purpura. Patients who have remained in 
a stationary state for some time, may show the development of hemolytic anemia 
or thrombocytopenia as the first manifestation of activity of disease. These 
conditions may demand other types of therapy, although treatment of leukemia 
itself should always be considered as the primary objective. 

For the treatment of hypersplenism, corticosteroids are indicated. A relatively 
small dosage—as little as 10 mg. of prednisone daily—may serve to keep the 
condition under control. On the other hand, splenectomy is definitely of value in 
some of these patients whose hemolytic anemia or thrombocytopenia cannot be 
controlled with moderate-sized doses of adrenal steroids. 

MoperaTor DAMESHEK: That was a fine summary of the problem of chronic 
lymphocytic leukemia in the older age group. I should like to emphasize your 
recommendation that if an older person (say, past the age of 60 years) has a 
count of 25,000 to 50,000 white blood cells with lymphocytosis, no symptoms 
and no large lymph nodes, he should be left strictly alone. Much trouble can be 
caused by giving him irradiation or a chemotherapeutic agent, as anemia may 
develop following such therapy. Then, the anemia must be treated, and this is 
often a worse problem than the leukemia. If one leaves the leukemic situation 
alone when the leukocyte count ranges between 25,000 and 75,000, and follows 
the case at intervals of three to six months (not too often, else the patient become 
nervous) the result will be just as good as if treatment were given, and frequently 
much better. With respect to therapy, Dr. Schwartz, do you have any other 
comments? 

Dr. Scowartz: No, but I have a question. In older persons we often find 
leukocyte counts of, say, 10,000 to 15,000, with perhaps 40 to 50 per cent lympho- 
cytes and a moderate lymphoid hyperplasia of the bone marrow. I should like 
to know what the members of the panel think about these patients. Do they 
have chronic leukemia? We follow them for years. Their counts do not change, and 
the clinical status does not change. The spleen does not become palpable, and the 
uodes do not enlarge. Should this condition be called leukemia, or should it be 
called benign lymphocytosis of the aged? Is this a normal variation that occurs in 
elderly persons? 

MoperaATtToR DAMESHEK: I discussed that point yesterday with a physician 
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from Washington (Public Health Service) who was in my office. He is a man 
aged 67 with a leukocyte count of 20,000, and he has been worried about it during 
the past ten years. Ten years ago, he found that he had a leukocyte count of 
10,000 with 50 per cent lymphocytes. Now, he has a count of 20,000 with 65 
per cent lymphocytes. 

I told him that the question of whether or not this represents leukemia is a 
matter of semantics. We do not know what leukemia is anyway. He simply 
has lymphocytosis. About twenty years from now his leukocyte count may rise 
to 80,000, but by that time neither he nor I need worry about it. 

For him, and for these other people, the best procedure is to regard the con- 
dition as a relatively benign lymphocytosis. If you want to dignify it by the term 
leukemia, you can. We must realize that there are relatively benign types of 
leukemia that continue for many years, though there are also acute types. 

We should discuss the acute type of leukemia. Do the panelists think that the 
incidence of acute leukemia is increasing in the old age group? Dr. Reisner? 

Dr. Reisner: I think that the incidence of leukemia is increasing at every 
age. In general, however, acute leukemia is a disease of younger persons. The 
younger the age group, the more acute the leukemia, but we do encounter it in 
older people. I have been struck by the fact that most of the patients that I 
have seen with acute monocytic leukemia—and there are not many because it 
is a rare type of leukemia—have been in the older age group. I do not know 
whether that has been the experience of others. 

I have seen several cases of acute leukemia develop in elderly men who had 
been under treatment for a long time with Gantrisin or some other sulfonamide, 
for chronic urinary-tract infection complicating prostatic obstruction. 

Moperator DaMESHEK: Dr. Bethell, have you any comments on this leukemia 
problem in the older age group? 

Dr. Beruetu: I agree that the incidence of acute leukemia in this group is 
increasing, particularly the variant of granulocytic leukemia that has monocytic 
characteristics. It is not usually the true monocytic or histimonocytic type but 
is more likely to be the myelomonocytic variety. I am impressed by the number 
of patients past the age of 50 who have this condition. Often it is subleukemic, 
with actual leukopenia, and rapidly developing thrombocytopenia. 

Moperator DAMESHEK: Do you think that these cases used to be called 
anemia in the past; or do you really think that the incidence is increasing? 

Dr. Berue.t: I do not think that many of these cases would have been called 
anemia, at least not if any reasonably adequate blood examination had been 
made, because even the peripheral blood film usually contains markedly ab- 
normal cells. 

Moperator DameEsHEK: Then, why do you think that the incidence is in- 
creasing in the older age group? I have some ideas about that, but perhaps you 
could say something about it. 

Dr. Beret: I think that the increasing incidence of acute and subacute 
leukemia is related to environment. The environmental factors are probably 
cumulative, and that is why we are seeing a higher incidence in older persons. 
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One such possible factor has already been mentioned, namely, the use of sulfon- 
amide drugs. There may be many other factors that have a cumulative effect 
in causing the increased incidence of leukemia. 

MoperatTor DAMESHEK: Is ionizing radiation perhaps the most important single 
mechanism in the development of leukemia? 

Dr. BETHELL: Only in certain population groups. It has been shown beyond 
doubt that under circumstances of chronic exposure to radiation, as in the case 
of radiologists or of persons who have been treated for spondylitis by radiation 
therapy, there a higher incidence of leukemia. As for the population at large, I 
do not believe that we can incriminate radiation, because the majority of our 
patients have not had any unusual number of diagnostic roentgenograms. Many 
have had none. Even if natural or background radioactivity is of etiologic 
importance in leukemia, it would seem that its role is merely contributory. 
However, one must recognize the hazard of irradiation and admit that any 
added exposure, no matter how small, may enhance the risk of developing 
leukemia. 

Moperator DaMESHEK: Dr. Schwartz, do you want to comment on that with 
regard to acute leukemia? You had some other ideas about this. 

Dr. Scuowartz: I should like to digress for a moment. We know the dangerous 
potential of ionizing radiation. Yet, I am sure that at least 2 members of this 
panel treat a fairly benign condition known as polycythemia, in the older age 
group, with ionizing radiation. This is done in spite of the fact that there is a 
definite increase in the incidence of conversion of polycythemia to acute leukemia, 
and in spite of the fact that we know that this is probably largely if not entirely 
due to ionizing radiation. I should like to know the justification for this. 

Another point concerns the evolution of acute leukemia. We follow these pa- 
tients for a number of months, and occasionally for a number of years. The 
disease starts as a typical hypoplastic or aplastic anemia. We examine the 
marrow again and again and, even in retrospect, find no evidence of leukemia. 
Then, after months or even years, there evolves a classic fulminant acute myelo- 
blastic leukemia. This is a challenging problem. What is the cause-and-effect 
relationship between the long aplastic phase and the development of leukemia 
in these patients? 

Moperator DaMESHEK: Dr. Tocantins, do you have any comments? 

Dr. Tocantins: I can add little to what has already been said. I want to 
endorse emphatically the comments made by Dr. Bethell and Dr. Dameshek 
about the benign character of lymphocytic leukemia in the aged. This condition 
can hardly be called leukemia when a person can live fifteen or twenty years with 
it and die at the age of 85. I know of such a case in a woman who was never 
treated. Her white blood cell count was 100,000 or so, with 90 per cent lympho- 
cytes. It is difficult to put this disease in the same category as other leukemias. 
The term has thrown a great deal of anxiety and terror into peoples’ minds. It 
is bout time that we give the disease a different label. Much of the treatment 
is .ctually reassurance and explaining to the patients the nature of the disorder. 
They should be kept from becoming white-cell conscious. This is difficult to 
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achieve if we continue to stress the leukemic aspect and they read about in it 
the press. There is a great deal to be done along these lines, because the form of 
leukemia that is most common in the aged is chronic lymphocytic leukemia. 
We all have seen examples of overtreatment and unnecessary treatment for this 
condition, and a great deal of anxiety produced in the family and in the patient 
by overzealousness in management. 

Moperator DaMESHEK: To revert to acute leukemia, Dr. Schwartz has made 
some interesting and challenging observations. I doubt that we should attempt 
to answer at this point, but should perhaps leave it for some other panel. 

What are we going to do for persons in the older age group with acute leukemia? 
Are we going to treat them vigorously by chemotherapeutic methods, or are we 
going to treat them by more gentle procedures? In view of the known end- 
results at present in this older age group with acute leukemia, so how should we 
treat them? Dr. Reisner, have you any comments? 

Dr. Reisner: This is really more of a moral social problem than a medical 
one. I recently had to treat a woman aged 85. I did not subject her to a course of 
marrow-depressing agents, which might add to her misery. My primary object 
was to keep her comfortable. There was no point in prolonging her life a couple 
of months. On the other hand, we know that a child will respond better to treat- 
ment; in this case one has every reason to try all known methods to keep the 
child alive and comfortable as long as possible, in the hope that some better 
treatment will become available. 

Older patients do not as a rule respond well to the agents that we have at our 
disposal. When one uses massive steroid therapy, there are the complications of 
water retention and electrolyte disturbance. The aged do not respond as well 
as the young to the antimetabolites. One really has a problem. 

Moperator DaMESHEK: That is true, with one exception. Dr. Schwartz 
mentioned hypoplastic leukemias, if you want to use that term. There are older 
people with pancytopenia—a reduction of red cells, white cells and platelets— 
in whom the diagnosis varies from aplastic leukemia to leukemia; it is difficult 
to say which. Once in a while, abnormal cells are found in the blood and in the 
marrow. 

Lately, I have been referring to some of these cases which show a few myelo- 
blasts in the blood as “5 per cent leukemia’’; in other words, leukemia not 
involving the entire bone marrow or the entire body. The host may live in 
peaceful coexistence with the leukemic proliferation for a number of years. Such 
persons may be benefited by the use of small doses of corticosteroids and by 
other gentle methods of therapy. 

I would agree that to push chemotherapy in the older age group is unjustified. 
Dr. Schwartz, have you any further comments? 

Dr. Scuwartz: No. 

Dr. Reisner: Would you call those cases that you have just described acute 
leukemia? 

Moperator DAMESHEK: That is a matter of semantics. There are myelo- 
blasts in the blood, and therefore some people would call these cases acute; on 
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the other hand, they frequently run a chronic course. Acute and chronic are 
clinical terms. Dr. Bethell, have you any comments? 

Dr. BeTHELL: With regard to the treatment of acute leukemia—there is no 
arbitrary age after which one ceases to obtain beneficial results. Therefore, 
we cannot discard specific therapeutic measures in the treatment of older persons 
with acute leukemia or with the type of leukemia to which reference was made. 
As long as a patient fares reasonably well with blood transfusions and perhaps 
small doses of corticosteroids, I would be averse to using chemotherapy. When 
the patient is not doing well, 6-mercaptopurine may prove beneficial even in 
persons past 70 years of age. 

MopeErRATOR DAMESHEK: Lately, we have been administering large doses of 
corticosteroid in the form of prednisone (Meticorten). Remissions can be ob- 
tained with 1000 mg. of prednisone daily, but this dosage causes psychotic re- 
actions and other difficulties. We can obtain the same results with a dosage of 
250 mg. daily, and to a lesser extent with 100 mg. daily. Therefore, I favor 
prednisone therapy rather than the use of the more myelotoxic chemothera- 
peutic agents. However, Dr. Bethell’s comment that age should not be the 
determining factor is probably warranted. 

We have not had much chance to discuss hemorrhagic manifestations. We 
might spend a few minutes on that, because Dr. Tocantins is an authority on 
that subject. Js so-called idiopathic thrombocytopenic purpura common in the 
older age group, or is its incidence related to something else? 

Dr. Tocantins: Generally, idiopathic thrombocytopenic purpura is a disease 
of young people, primarily children. The greatest frequency is before the age of 
10. The frequency curve drops rapidly; less than 5 per cent of the cases are ob- 
served in patients past the age of 50 years. 

“Tdiopathic” means that we do not know the cause. In thrombocytopenic 
purpura in the aged, we should think of 2 causes: 1) drug sensitization or intoxi- 
cation, and 2) neoplastic disease. We put drugs ahead of neoplastic disease, 
because synthetic agents are being used more than ever. It is a natural conse- 
quence that we see more and more drug-induced disorders, particularly in persons 
who have used drugs for a long time or have had an opportunity to become 
sensitized to them by repeated use. Quinidine thrombocytopenia occurs much 
more often than previously, or at least it seems to be recognized more frequently. 

MopErRATOR DAMESHEK: If you see a patient in the older age group with 
acute fulminating thrombocytopenic purpura, you have to think of quinidine, 
do you not? 

Dr. Tocantins: I would think of drugs. Quinidine would be one of them, 
particularly if there was a history of arrhythmia, or if the patient had been 
treated for cardiac symptoms. Then, I would think of quinidine right away. 

MoperRATOR DAMESHEK: Are there any other such drugs? 

Dr. Tocantins: Sedormid and the sulfonamide drugs. Many people are still 
taking amidopyrine, barbiturates and antihistamines. 

MoperATor DAMESHEK: Barbiturates? I did not think that they caused any 
trouble. 
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Dr. Tocantins: Yes, Dr. Harrington has reported a few cases. 

Moperator DaMESHEK: I always thought that phenobarbital and aspirin 
were about the only drugs that did not cause hematologic disorders. They may, 
of course, cause other troubles. 

Dr. Tocantins: Aspirin has been reported to cause hematemesis and hypo- 
prothrombinemia. 

MoperaTor DAMESHEK: Dr. Reisner, you reported a case of thrombocytopenic 
purpura due to Diamox. Is that right? ; 

Dr. Reisner: Yes. It is the only one I know of; but as the drug is a sulfon- 
amide, one would expect sooner or later to encounter such a case. Diamox is 
used a great deal in the older age group as a diuretic, but I do not think that 
this rare occurrence of purpura is any contraindication to its use. If purpura 
should develop, Diamox should be discontinued immediately. 

Moperator DAMESHEK: I suppose we ought to know what we are giving in 
these drugs. Dr. Schwartz, do you have any comments on these cases? 

Dr. Scuwartz: We should not forget gin and tonic as a cause of thrombo- 
cytopenic purpura. Apparently, the quinine in the tonic may occasionally cause 
thrombocytopenia. 

Moperator DAMESHEK: You are not pulling our legs on that, are you? 

Dr. Scuwartz: No. This is one of the most interesting causes of thrombo- 
cytopenic purpura. 

Moperator DaMEsHEK: Dr. Bethell, have you any further comments? 

Dr. BeTHe.u: I want to emphasize the periodicity of the action of quinidine 
in thrombocytopenic purpura. Almost always there is a history of repeated ad- 
ministration, and finally a fulminating attack precipitated perhaps by a single 
dose of quinidine which is frequently overlooked. A patient may come in with 
generalized bleeding, and the fact that one pill was taken preceding this dramatic 
event is often not noticed. 

Moperator DaAMEsSHEK: If we do have a patient with idiopathic thrombo- 
cytopenic purpura, we should not rush to perform a splenectomy but should 
treat the patient with such medical measures as plastic-bag fresh blood trans- 
fusions. One of the corticosteroids, notable prednisone (Meticorten), has been 
very effective in our hands. 

I shall now call for questions from the floor. 

Dr. REISFELTER (Roslyn, N. Y.): In view of the general use of aspirin and its 
compounds by the laity for practically all complaints, plus the publication of 
reports advocating the drug in the treatment of arthritis, I should like to know 
what work has been done to determine whether there is a tendency for the drug to 
produce blood dyscrasias in the aged. In our own experience in private practice 
and at the New York Medical College, Flower-Fifth Avenue-Metropolitan 
Hospital group over a period of approximately ten years, the incidence of gastro- 
intestinal disturbances and accompanying anemia has been greater than 10 per 
cent following the use of this drug alone or in combination. I cannot reconcile 
this with Dr. Dameshek’s remark that aspirin is more or less innocuous. 
Moperator DAMESHEK: Innocuous hematologically. 
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Dr. REISFELTER: I cannot agree, because I have had 2 outstanding cases, one 
in a male and one in a female, following only three weeks’ use of Bufferin and 
Anacin. The patients were told that these were allergies. Do we consider those 
just allergies? 

MoperatTor DAMESHEK: What kind of cases were they? 

Dr. REIsFELTER: In both of these cases, we were unable to do anything. 

MopeErRATOR DAMESHEK: What kind of cases were they? 

Dr. REISFELTER: They were perforations of the stomach that required 
gastrectomy. 

Moperator DAaMESHEK: When I said that aspirin was innocuous, I meant 
hematologically. You have before you, in myself, a living example of a person 
sensitive to aspirin from the gastro-intestinal standpoint. I did not say that 
aspirin was innocuous. It may upset the stomach and cause gastritis and 
hemorrhagic gastritis, but hematologically I know of no difficulties. Dr. Tocan- 
tins has said this also, and he knows something of the literature. I do not doubt 
the validity of your statements; but hematologically, as far as I know, aspirin 
has no effects. 

Dr. REISFELTER: What about depression of prothrombin? 

MopeErRATOR DAMESHEK: Possibly, yes. What about that, Dr. Tocantins? 

Dr. Tocantins: Yes, but large amounts are necessary. In a normal person, 
it would take perhaps 1-2 grams of aspirin a day to cause a depression of 
prothrombin, and even then it would take perhaps four or five days to produce a 
depression to around 30 per cent of normal. I do not think that depression of 
prothrombin is an important cause of hemorrhages. 

Moperator DAMESHEK: Aspirin upsets the stomach. We know that. Dr. 
Bethell, have you any further comment as to whether or not aspirin causes 
hematologic disturbances? 

Dr. BETHELL: No. My experience over the past quarter-century indicates that 
aspirin and phenobarbital do not cause hematologic reactions. That is not saying 
that they do not cause any other trouble. 

MoperaTor DAMESHEK: Are there any other questions? 

Dr. Frie: I should like to ask Dr. Schwartz whether the ingestion of hydro- 
chloric acid in therapeutic doses would enhance the absorption of vitamin Bye. 

Dr. Scowartz: No. Hydrochloric acid itself does not enhance the absorption 
of vitamin By. It is the intrinsic factor, which is also absent in the patient with 
pernicious anemia, that enhances the absorption of vitamin By. 

Dr. Frre: Thank you. My second question concerns the finding, in rare in- 
stances, of an elevated blood count in the older patient with carcinoma. Usually 
carcinoma provokes secondary anemia of the hyperchromic type with a de- 
creased number of red cells. The reverse may happen in some cases, that is, 
an increased number of red blood cells in advanced carcinoma. We have found 
this in Seandinavia. It would be interesting to know the point of view of the 
panelists with regard to this finding. Perhaps metastases in the marrow of the 
long bones stimulate hematopoietic activity. If so, this would be significant 
from a prognostic standpoint. What do you think about it? 
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Moperator DaMEsHEK: Dr. Bethell, will you take that? 
Dr. BerHeti: Polycythemia has been reported in association with certain 
benign and malignant tumors. I know of no explanation. I am not aware of any 
evidence that carcinomatous metastases to long bones have a myelostimulatory 
action. 

Moperator DAMESHEK: In a few cases of hypernephroma associated with 
erythrocytosis, in an occasional case of fibroid of the uterus, and in a few cases 
of neoplasm of the brain or the pituitary, there may be a high red blood cell 
count. However, it is quite unusual. 

Are there any other questions? 

Dr. Murray Jackson (New Rochelle, N. Y.): I recently saw a case of poly- 
cythemia that developed rapidly after an extensive series of diagnostic roentgenograms. 
I wonder if any members of the panel have seen a similar occurrence? 

Moperator DAMESsHEK: By diagnostic roentgenograms, do you mean that 
the patient went from pillar to post and underwent a gastro-intestinal x-ray 
series done in each place? 

Dr. JAcKson: That is right—over a short period of time—only they were 
roentgenograms of bone. 

Dr. Tocantins: I was going to ask, what were the indications for the roent- 
genograms? 

Dr. Jackson: I saw the patient afterwards. I do not know. 

Dr. Tocantins: It is conceivable that the patient might have had poly- 
cythemia before the x-ray exposures were made. 

Moperator DaMEsHEK: I would think so. I have never heard of anything 
like that, but it is possible. Are there other questions? 

SPEAKER FROM THE FLoor: The question was raised about the use of thyroid 
in elderly persons because true thyroid deficiency can cause a decrease in the 
blood count in old age. Can it be given empirically, or should serum protein-bound 
iodine determinations be made? If the PBI level is normal, should one give thy- 
roid to elderly persons? What would be the recommended dose? 

Moperator DAMESHEK: Dr. Bethell? This is really an endocrinologic question. 

Dr. BerHeE tt: It takes a fairly profound degree of hypothyroidism to decrease 
erythroid values materially. I do not see any justification for treating mild 
anemia empirically with thyroid. One has to make a more searching inquiry as 
to the nature and cause of the anemia and not assume that it is on the basis of 
deficient thyroid function. 

Dr. Reisner: I see no objection to the use of so-called ‘‘shotgun”’ preparations 
after you have thoroughly investigated the cause of the anemia in an older patient 
who may have deficient absorption of iron, deficient absorption of vitamin By, 
or a slight underfunction of the thyroid. It is feasible to employ a multiple prepa- 
ration such as Hemosules, Hematinic, or Feosol Plus. 

Dr. BerHe.i: Do you also use thyroid? 

Dr. Reisner: The inclusion of 4% to 1 grain of thyroid is not enough to cause 
the patient any trouble. Occasionally, a patient will feel better when a little 

thyroid is added. 
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SPEAKER FROM THE Foor: Do you think that is the art of medicine rather 
than the science? 


Dr. ReEISNER: Yes, but just because we are scientists we must not forget 
the art. 


SPEAKER FROM THE FLoor: Would you say a few words about the hazards of 
some of the newer tranquilizers? 

MopeEraATOR DaMESHEK: Dr. Bethell, you are a member of the Pharmacopoeia 
Committee. What do you say about that? 

Dr. BETHELL: We know that such drugs as chlorpromazine (Thorazine) and 
promazine (Sparine) may cause depression of the bone marrow, and that the con- 
tinued use of drugs of this type is likely to lead to some degree of leukopenia 
and occasionally to frank agranulocytosis or aplastic anemia. 

As for meprobamate (Equanil, Miltown), I am not aware of any such re- 
ports, except 1 in which the drug might have been the cause of severe leukopenia. 

MopEerATOR DAMESHEK: A few cases of leukopenia have been recorded, 
chiefly with the initial use of the drugs in Europe. In this country, maybe 1 or 2 
have been reported. 

Dr. Scuwartz: I am aware of at least 1 case of fatal aplastic anemia. 

MoperaTor DAMESHEK: It points to the fact that if we as physicians use 
drugs, we should know all there is to know about them. We should know their 
formulae, and should realize their potentially dangerous effects. If they are 
benzene-ring derivatives they may damage the bone marrow, either totally with 
aplastic anemia, or selectively with agranulocytosis, thrombocytopenic purpura 
or anemia. 


I want to thank the audience for its attention, and the panelists for their 
excellent discussions. 
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Abstracts of Current Literature 


BEITRAGE ZUR KENNTNIS DES ALTERSVERANDERUNGEN DER LENDENWIRBELSAULE 
BEIM MENSCHEN UNTER BESONDERER BERUCKSICHTIGUNG VON BANDSCHEIBEN 
UND KLEINEN WIRBELGELENKEN (CONTRIBUTIONS TO THE KNOWLEDGE OF OLD 
AGE CHANGES OF THE LUMBAR SPINE IN MAN, WITH SPECIAL CONSIDERATION OF 
DISCS AND SMALL VERTEBRAL JOINTS). 

Baumann, J. Helv. chir. acta 24: 9, 1958; through Excerpta Med. (Geriatrics 
& Gerontol.) 1: 151, 1958. 


Thirty-six specimens of lumbar spine with intact contents of the intervertebral canals 
were dissected into their individual mobile elements and cut in serial sections. The sections 
were examined in their native state under loupe magnification and microscopically. Four 
typical cases are described in detail. The primary importance of the involution of the 
nucleus pulposus is emphasized. This leads to its loss of turgor and springiness, and in its 
turn exposes the annulus fibrosus through kneading movements to strong wear and tear. 
Tears occur dorsolaterally to the main axis in the cartilaginous cover plates; they play an 
important part in the development and dislocation of disc-sequestra, and are regarded as 
damage caused through overloading (chondrosis dissecans). The narrowing of the inter- 
vertebral space is accompanied by a slackening and protrusion of the ligamentum flavum 
and leads to further narrowing of the intervertebral canal through a shift in the inter- 
vertebral joints. Connective tissue organization of the intervertebral space follows the 
in-growing of blood vessels at the places of break-through of the disc tissue in the cover 
plates, through tears in the dorsal longitudinal ligament and the outermost lamellae of the 
annulus fibrosus. Thus a fixation of the mobile segments is brought about which assures 
freedom from pain in spite of some pinching of the spinal root in the foramen intervertebrale. 


AN EVALUATION OF THREE REVASCULARIZATION PROCEDURES IN THE REHABILITA- 
TION OF THE CORONARY PATIENT. 
Black, A., and Delmonico, J. E., Jr. Am. J. Cardiol. 3: 68 (Jan.) 1959. 


The good results obtained in small series of patients with severe coronary artery disease 
subjected to cardiopexy (17 patients), internal mammary artery ligation (15 patients), or a 
Beck I procedure (4 patients plus 11 successfully operated upon since the preparation of this 
paper) should dispel some of the disagreement as to the value and effectiveness of surgical 
procedures for the treatment of coronary artery disease. Clinical improvement occurred 
in 83 per cent of the patients. Complete or almost complete disappearance of angina oc- 
curred in half. Objective evidence of improvement shown by ballistocardiograms and 
electrocardiograms in several cases is presented. Such experience in this series invalidates 
the criticism that the relief of angina following surgery is psychologic or due to decreased 
physical activity. Thirteen of 17 patients to undergo cardiopexy have now survived one 
and a half to three years and 11 are completely rehabilitated. Among the extremely poor 
risk patients undergoing internal mammary artery ligation, a good or excellent result was 
obtained in 7 and a fair result in 7 others. Improvement occurred in the electrocardiogram 
of 3 of 4 patients with pre- and postoperative electrocardiograms, and in the ballisto- 
cardiogram of 2 of 3 patients with tracings made at these times. Among the 4 patients with 
advanced symptomatic coronary artery disease who underwent a Beck I procedure, 3 had an 
excellent postoperative result. One death occurred during operation. 
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TREATMENT BY BONE-GRAFTING OF ASEPTIC NECROSIS OF THE FEMORAL HEAD 
AND NON-UNION OF THE FEMORAL NECK (PHEMISTER TECHNIQUE). 

Bonfiglio, M., and Bardenstein, M. B. J. Bone & Joint Surg. 40-A: 1329 (Dec.) 
1958. 


An evaluation of the effect of drilling and bone grafting for non-union of the fractured 
femoral neck or aseptic necrosis of the femoral head, or both, in 53 patients shows the 
procedure to be effective in restoring continuity to the ununited femoral neck fracture and 
viability to the necrotic femoral head in a sufficient number of instances to warrant its 
consideration in the management of these complications. The results in this series were 
satisfactory in 75 per cent of the patients operated upon. Some of the unsatisfactory results 
could be ascribed to preventable causes, the most important of which was improper place- 
ment of the cortical transplants as to location and depth. In3 patients, early weight-bearing 
before reconstitution of the head and neck contributed to failure of the procedure. Poor 
function may at times be due to weak musculature about the hip. Some of the patients in 
this series were able to improve function by a program of hip strengthening exercises. No 
correlation was noted between hip function and roentgenographic findings. The period 
(twelve months) from the time of operation to the full bearing of weight was less than 
expected. This procedure is performed as soon as there is roentgenographic evidence of loss 
of position of fracture fragments, insecure internal fixation, or density change in the femoral 
head, indicating aseptic necrosis. Early bone grafting may improve the result and better 
prepare the patient for subsequent cup arthroplasty or other reconstructive procedures. 
The procedure described is not performed in patients who are physically old or unable to 
walk with crutches. Patients with a restricted range of motion of less than 90 degrees of 
flexion of the hip with aseptic necrosis are excluded because their condition is unlikely to be 
improved by bone grafting. 


CORONARY HEART DISEASE. BALLISTOCARDIOGRAPHIC EVALUATION OF SURGICAL 
TREATMENT. 


Brofman, B. L.; Arbeit, S. R., and Adicoff, A. Am. J. Cardiol. 3: 54 (Jan.) 
1959. 


Application of the ballistocardiogram is demonstrated to be a reliable objective method 
for long-term evaluation of patients with coronary heart disease. The changes in 17 patients 
who had undergone a Beck I operation for coronary heart disease were evaluated by serial 
ballistocardiograms with detailed interpretation of the acceleration tracings. The follow-up 
period varied from one and a half to two and a half years. This study was unique in that the 
operation provided an opportunity for direct observation of the severity of myocardial 
destruction. Preoperatively, ballistocardiograms did not provide a reliable index of the 
degree of myocardial scarring. The ballistocardiogram improved immediately following 
operation in a few instances. It was usual, however, for it to deteriorate, so that precise 
evaluation during the six months following operation was of doubtful value. There was no 
evidence that the operation caused long-term deterioration. At the time of the last follow-up 
observation, definite improvement had occurred in 11 patients with various degrees of pre- 
operative ballistocardiographic abnormality. No change had occurred in 3 patients with 
essentially normal preoperative tracings. In 2 patients, there had been little or no improve- 
ment in previously recorded abnormalities. In general, the ballistocardiographic findings 
correlated well with the patient’s clinical status. It is concluded that the changes recorded 
in the tracing are due to improved contractility of the myocardium. 
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OCCULT BLOOD IN THE VAGINA AS AN EARLY SIGN OF ORGANIC GENITAL CONDITIONS 
AFTER MENOPAUSE. 

Bromberg, Y. M., and Bercovici, B. J. Obst. & Gynaec. Brit. Emp. 65: 759 
(Oct.) 1958. 


The modified benzidine test (a highly sensitive and specific reaction for the detection of 
hemoglobin) is practical for detecting minimal vaginal bleeding occurring after the meno- 
pause. Results of the test were positive in the vaginal secretions of 14.6 per cent of 540 
women aged 43 to 70 years one year or more after the menopause. In each instance, further 
investigation was carried out with vaginal smears or endometrial and cervical biopsies in 
order to determine the cause of the occult bleeding. In all, an organic genital lesion was diag- 
nosed. The chief causes of occult bleeding were inflammatory lesions such as atrophic 
vaginitis and cervical erosions which accounted for 30.3 and 21.5 per cent, respectively, of 
the cases of occult bleeding. Other causes were myomata of the uterus, cervical or endo- 
metrial polyps, and urethral caruncles. In 2 patients, malignant tumors were found. When 
the causes of occult bleeding were considered with those of frank genital bleeding in post- 
menopausal women, no great difference was found; there was, however, a greater incidence 
of hyperplasia of the endometrium as a cause of frank bleeding and of cervicai erosions as 
a cause of occult bleeding. This study demonstrates that the finding of occult blood in 
vaginal secretions of postmenopausal women points to an organic lesion of the genitalia. 
It is hoped that the test may aid in the early diagnosis of carcinoma in postmenopausal 
women. 


ANTIHYPERTENSIVE ACTION OF THE ANTIMICROBIAL AGENT FURAZOLIDONE. 
Calesnick, B. Am. J. M. Sc. 236: 736 (Dec.) 1958. 


Tests in 16 patients showed that furazolidone administered orally produces a slow 
gradual reduction in the arterial blood pressure of patients with primary hypertension. 
The reduction in pressure occurred between the second and eighth weeks, with no evidence 
of orthostatic hypotension. Initially 800 mg. per day, the dosage was gradually reduced as 
the hypotensive response became stabilized. The drug did not alter the blood pressure of 
normotensive persons. After the gradual reduction of pressure in hypertensive subjects, a 
stable plateau was reached; larger doses did not lower the blood pressure further. Various 
approaches used in an attempt to determine the factors involved in the hypoten- 
sive response to this antibacterial agent showed: no gross change in the intestinal flora, no 
change in blood volume, an increase in sodium excretion, a decrease in calculated sodium 
space and total exchangeable sodium, no significant change in the level of either serum 
sodium or potassium, no change in thyroid function, no change in the electrocardiogram, 
and no effect on the electroconvulsion threshold of rabbits. The mode of action still is under 
investigation. Nausea was the primary side-effect, but it diminished or disappeared after 
two to four weeks of treatment. It could be controlled by prochlorperazine but not by 
aluminum hydroxide. Normocytic anemia was seen in a few Negro patients but not in 
Caucasian subjects. 


THE CLINICAL INVESTIGATION OF A CODEIN RESIN COMPLEX. A LONG ACTING 
ANALGESIC FOR ORAL ADMINISTRATION. 

Cass, L. J., and Frederik, W. S. New England J. Med. 259: 1108 (Dec. 4) 
1958. 


The results of administration of 8 codeine preparations and a placebo were evaluated in 
3 separate clinical trials by means of a statistical technic for the comparison of short-acting 
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and long-acting analgesics. All of the preparations yielded pain suppression values signifi- 
cantly different from those of placebo. The preparation that proved superior for suppression 
of pain and duration of effect was 30 mg. of codeine combined with 20 mg. of methyl-ortho- 
tolyl-quinazolone as ion exchange resin complexes (Ional). A single dose was superior in 
these respects to 30 mg. of codeine sulfate in combination with acetophenetidin, aspirin, 
and caffeine given every four hours. The synergistic action of the quinazolone derivative 
makes it possible to reduce the total daily dosage of codeine required to control moderate 
pain. This medication produces a satisfactory degree of pain suppression for twelve hours 
after a single dose. 


SOLITARY DISTANT METASTASES FROM UNSUSPECTED RENAL CARCINOMAS. 
Chute, R.; Ireland, E. F., and Houghton, J. D. J. Urol. 80: 420 (Dec.) 1958. 


Thirty-seven cases of kidney tumor of the renal carcinoma-hypernephroma type were 
reviewed. Metastases were present in more than 67 per cent of the instances, but in 11 per 
cent the metastases may have been solitary. Several case reports illustrate the varied and 
puzzling symptoms produced by metastases and the unsuccessful and apparently successful 
surgical attempts to eradicate renal tumors and presumed solitary metastases. A summary 
of the study is as follows: Distant blood-borne metastases from malignant tumors of the 
renal parenchyma of the carcinoma-hypernephroma group may occur in any tissue of the 
body and may also develop early, long before the “‘silent’’ primary tumor in the kidney is 
suspected. As a consequence of these characteristics, these metastases may produce a wide 
variety of symptoms and signs, the source and significance of which may be extremely 
puzzling. They may simulate other conditions so closely that a mistaken diagnosis is made. 
This propensity to mimic other disorders has not been stressed sufficiently and is not gener- 
ally realized. Whereas most metastases are multiple, solitary metastases may occur. Case 
reports in the literature indicate cures following the removal of the primary renal tumor 
and the solitary metastases. Although many patients in whom this procedure is accom- 
plished will not be cured because other metastases will develop, in some the disease will be 
eradicated. Therefore, when a renal metastasis apparently is solitary, a surgical attempt 
should be made to extirpate both it and the primary kidney tumor. Metastasis from “‘silent”’ 
renal carcinoma should be considered in any patient with puzzling abdominal symptoms of 
obscure origin, or with an unexplained fever, an unusual tumor, or metastases from an 
unknown source. This is especially true in the case of lytic lesions of bone, particularly if 
they are pulsatile and hot, and in the case of pulmonary tumors and brain tumors. 


THE PROBLEM OF SUSPECTED RECURRENCES IN CANCER OF THE ALIMENTARY 
TRACT. 
Cronin, K., and Ellis, H. Brit. M. J. 2: 1319 (Nov. 29) 1958. 


Surgery carried out because of suspected recurrence following a resection of a primary 
tumor of the alimentary tract in 31 patients shows that a more optimistic attitude towards 
suspected recurrences is warranted. The series demonstrates that recurrent tumors may be 
completely removable, with the hope of ultimate cure of the patient; that a secondary 
operable primary growth may be present; or that the symptoms may be due to a non-malig- 
nant condition such as adhesions, stricture or intra-abdominal abscess. Advances in technic 
make it possible to remove secondary deposits, even in the lung and brain. Although the 
practice of performing a ‘‘second look”’ operation must still be carefully evaluated, evidence 
of recurrence may be found upon careful clinical follow-up examination. The results of 
re-operation in the 31 patients explored for suspected recurrences were as follows: recur- 
rence excised, 11 (the interval between the original resection and the excision of the recur- 
rence varied from two months to almost four years) ; palliative operations, 4 (colostomy, 1; 
short-circuit procedure, 3); excision of new primary growth, 1; non-malignant conditions 
discovered, 11 (deep abscesses, 3; anastomotic ulcer, 1; intestinal obstruction due to adhe- 
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sions, 7). Laparotomy is contraindicated by such conditions as ascites, a fixed mass in the 
pelvis, jaundice, and extensive secondary growths in the liver. 


THE TREATMENT OF AURICULAR ARRHYTHMIAS WITH DESLANOSIDE. 
Eskwith, I. 8., and Fogarty, T. F. Am. J. Cardiol. 2: 579 (Nov.) 1958. 


In elderly and debilitated patients and in persons with underlying heart disease, paroxys- 
mal auricular arrhythmias may demand that emergency measures be taken. In this situa- 
tion, rapidly acting digitalis preparations are helpful. Among these is deslanoside (desacety]l 
lanatoside C; Cedilanid-D) for parenteral administration. Cedilanid-D was used by intra- 
venous and intramuscular injection in 4 patients with rapid auricular fibrillation and 
congestive heart failure and in 9 with paroxysmal auricular arrhythmias. The initial dose 
was usually 0.8 mg. followed at two-hour to four-hour intervals by doses of 0.2 to 0.4 mg. 
until a total of 1.6 mg. had been administered. Cedilanid-D proved highly effective in 
reducing rapid ventricular rates in chronic auricular fibrillation and in the conversion of 
paroxysmal auricular arrhythmias to normal sinus rhythm. Some of the patients benefited 
had previously received digitalis. No signs of toxicity became apparent in any of the pa- 
tients. Redigitalization proved unnecessary in this series and no difficulty was encountered 
in changing to the oral form of digitalis when this was necessary. 


DIE SOFORTNEHANDLUNG LEBENSBEDROHLICHER ZUSTANDE MIT NNR-STEROIDEN 
(THE EMERGENCY TREATMENT OF CRITICAL CONDITIONS WITH ADRENOCORTICAL 
STEROIDS). 

Fiegel, G. Medizinische 7: 409, 1958; through Ciba Literature Review 3: 360, 

1958. 


The treatment of critical conditions with prednisolone hemisuccinate is reviewed. The 
hormone, injected intravenously, usually acts on the circulation, heart and respiration 
within twenty to thirty minutes. The single dose for adults is usually 25 mg., and 50 mg. 
when the patient is unconscious. The injection can be repeated every three hours, or even 
after thirty minutes, if necessary. When the patient’s life is at stake, up to 200 mg. can be 
administered daily. The hormone is injected in dilute form over a period of three minutes, 
or it is given as a drip infusion. The effect lasts for approximately three hours. The primary 
indications are status asthmaticus and other allergic conditions—anaphylactic shock, 
untoward incidents during blood transfusion, drug-induced agranulocytosis. A good re- 
sponse may also be expected in pulmonary edema and pulmonary embolism, as well as in 
myocardial infarction and apoplexy. Severe forms of acute leukemia also are benefited. In 
septic forms of meningitis wherein the patient is unconscious, intravenous prednisolone 
brings about a decisive turn for the better. Adhesion of the meninges and scar formation 
apparently are avoided. Addisonian and thyroid crises often can be brought under control 
promptly. Shock due to operations or accidents usually responds well. 


THE DIAGNOSIS OF GOUT. SIGNIFICANCE OF AN ELEVATED SERUM URIC ACID VALUE. 
Goldthwait, J. C.; Butler, C. F., and Stillman, J. S. New England J. Med. 
259: 1095 (Dec. 4) 1958. 


Among 737 patients, 225 were found to have serum uric levels above 6 mg. per 100 ml. 
When these 225 were classified as to the disease observed clinically, only 78 gave a classic 
history of gout—acute recurrent attacks of arthritis with symptom-free intervals. Nine 
additional patients were observed in the initial attack of gout. In 26 patients, a diagnosis 
of gout was made but the pattern of symptomatology and physical abnormalities was not 
typical; there was present only one criterion for establishing the diagnosis in addition to 
the hyperuricemia. Typical rheumatoid arthritis was found in 32 patients, atypical rheuma- 
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(oid arthritis in 23, and rheumatoid arthritis with psoriasis in 8. Two patients had chronic 
renal insufficiency. The remaining 47 patients had unrelated or undiagnosed diseases. Thus 
in only half of the 225 patients with hyperuricemia was a diagnosis of gout made. Kidney 
disease, polycythemia, a family history of gout, and other conditions associated with hyper- 
uricemia afforded an explanation of the findings in less than half of the remainder of this 
group of patients. When a patient has a high serum uric acid level but no clinical symp- 
tomatology of gout, a physician can only check for the classic diagnostic criteria and 
differentiate between rheumatoid nodules and gouty tophi when these are present. Except 
for continued observation, there is as yet no easy method for arriving at the diagnosis in 
such instances. 


SCLEROSIS OF THE SPLEEN IN OLD AGE AND CONCOMITANT CHANGES OF THE BONE 
MARROW. 
Haranghy, L.; Racz, P.; Harsfalvy, E., and Kirdly, F. Experientia 1956, Suppl. 
4, p. 67; through Excerpta Med. (Geriatrics & Gerontol.) 1: 139, 1958. 


The organs of 150 persons past the age of 65 years were examined. Changes in the hemo- 
poietic apparatus were especially studied. These studies threw light upon the fact that in 
subjects over the age of 65 the argyrophil fibers of the spleen frequently increase, thicken, 
split up, and disintegrate. Besides this in most of the cases studied the reticular framework 
was collagenous and at times there was widespread transformation of the connective tissues. 
The elastic fibers were definitely affected, both in the sheath and in the trabeculae. Split- 
ting, disintegration, and regressive processes were seen. It could be observed that thicken- 
ing of the reticular fibers and advance in collagenization diminished the number of active 
reticuloendothelial elements, and atrophy of the splenic follicles occurred. In a considerable 
number of the cases there was fatty, gelatinous atrophy of the bone marrow. Histologic 
findings were correlated with clinical observations and it could be stated that the trans- 
formation of the spleen was rather excessive in subjects dying of malignant tumor (39 cases) 
and of senile tuberculosis (29 cases). In order, however, to verify the notion experimentally, 
organic changes in rats and young mice with spontaneous tumors were examined. The 
experiment uniformly showed senile changes in the spleen and bone marrow similar to those 
in human beings. It is not so much the tumor, tuberculosis, or other disease in itself that 
causes degeneration of the spleen and bone marrow, but exhaustion of the body caused by 
previous pathologic processes such as serious or even anatomically observable changes in 
the central nervous system, arteriosclerosis of cerebral veins, encephalomalacia, hemor- 
rhage, or advanced atrophy. To settle the problem, rats were exposed to repeated electric 
shock; in those having no tumor, sclerosis of the spleen failed to develop with such regular- 
ity. Sclerosis of the spleen, whether caused by neurotraumatization or by other ways, was 
proved to occur regularly under certain pathologic conditions even in young rats, the 
changes corresponding to those of old people. We may conclude that sclerosis of the spleen, 
regarded by many investigators as characteristic, cannot be looked upon unreservedly as 
a senile process. 


LAVT SERUMKALIUM VED SVAET HYPERTENSION (LOW SERUM POTASSIUM IN 
SEVERE HYPERTENSION). 

Hilden, T., and Krogsgaard, A. R. Nord. med. 59: 636, 1958; through Ciba 

Literature Review 3: 369, 1958. 


Various findings suggest that adrenocortical function plays a part in the pathogenesis of 
hypertension. In order to discover whether or not there is a correlation between primary 
aldosteronism and hypertension, the authors determined the serum potassium concentra- 
tion in 32 untreated patients with essential hypertension. Low serum potassium levels were 
{requently found in the severe cases. For example, among 14 patients (7 with papilledema), 
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4 had levels at the lower end of the normal range and 5 had subnormal levels. The hypo- 
potassemia observed was not caused by vomiting, diarrhea or chronic renal disease. If the 
hypertension was then treated with reserpine, hydralazine or ganglion blockers, the concen- 
tration of serum potassium rose to normal levels within a period ranging from a few weeks 
to three months. Recently, a slight rise in aldosterone excretion has been found in hyper- 
tensive patients. The authors suppose that the low serum potassium levels in the patients 
studied are the consequence of an elevated aldosterone output. Since hypertension can be 
caused by primary aldosteronism, determination of serum potassium concentration should 
become a routine test for patients with severe hypertension. 


ACUTE MYOCARDIAL INFARCTION 
TRICULAR BEAT. 


Katz, K. H.; Berk, M. C., and Mayman, C. I. Circulation 18: 897 (Nov.) 
1958. 


REVEALED IN AN ISOLATED PREMATURE VEN- 


In 2 patients the diagnosis of acute myocardial infarction could be made by the char- 
acteristic electrocardiographic features of infarction found in isolated premature ventricu- 
lar beats. These changes were seen before the dominant electrocardiographic pattern would 
permit making this diagnosis. Attention is called to the possibility that this phenomenon 
might be seen more frequently as an early electrocardiographic sign of acute myocardial 
infarction if clinicians were aware of its significance. 


ROENTGENOLOGICAL APPEARANCE OF CORTICOSTEROID-PRODUCED PEPTIC ULCERS. 
Laitinen, H.; Meurman, K., and Virkkunen, M. Acta rheum. scandinav, 4: 205, 
1958, Fase. 3. 


The roentgenographic characteristics of peptic ulcers caused by corticosteroids, as well 
as the location of these ulcers, appear to be of a special type. Observation of 15 peptic 
ulcers that occurred during steroid therapy showed the following characteristics: a predilec- 
tion for location near the pylorus; large, deep, and often penetrating ulcer niches; mild 
clinical symptoms; good clinical and roentgenographic healing despite continued adminis- 
tration of corticosteroid in some cases; and a lack of late complications as are usual with 
ulcers at or near the pylorus. The length of the follow-up periods in these cases was one to 
four years. 


REPERTI MIELO-EMATICI NELL’ETA SENILE (MYELOHEMATIC FINDINGS IN OLD AGE). 
Lattanzi, A. Boll. Soc. med.-chir. Pisa 25: 179, 1957; through Excerpta Med. 
(Geriatrics & Gerontol.) 1: 143, 1958. 


The bone marrow picture in 30 normal healthy persons between 72 and 93 years of age 
did not demonstrate any substantial change from that observed in young or adult subjects. 
The medullary granulo- and erythroblastic activity was normal and the various functional 
indices were within normal limits. In some cases, a more active cell-forming tendency was 
observed. The observations confirm the idea, already advanced by others, that bone marrow 
function in senile subjects is normal. 


A NEW APPROACH TO THE PROBLEM OF URINARY RETENTION FOLLOWING AB- 
DOMINOPERINEAL RESECTION FOR CARCINOMA OF THE RECTUM. 
Leadbetter, G. W., Jr., and Leadbetter, W. F. Surg., Gynec. & Obst. 107: 333 
(Sept.) 1958. 


The finding during a five-year period of significant prostatic obstruction in 18 per cent 
of 62 men (all except 3 over age 50 years) following abdominoperineal resection for car- 
cinoma of the rectum has placed emphasis upon the thorough urologic evaluation of the 
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patient pre- and postoperatively. In patients with significant prostatic enlargement, simple 
perineal enucleation of the prostate is performed at the time of the combined resection. 
Following simple prostatotomy and enucleation of the prostatic adenoma, a careful water- 
tight closure of the incision is made. This method of management is believed to result in 
fewer postoperative urinary complications and to reduce the necessity for further urologic 
operations. Local recurrences of carcinoma of the rectum involve the prostate, bladder or 
seminal vesicles, or both, in 10 to 15 per cent of patients undergoing operation. Necropsy 
shows a recurrence in 40 to 50 per cent of all patients with carcinoma of the rectum. Partial 
excision or shaving of the posterior prostatic tissues to remove adherent tumor are undesir- 
able practices because of the possibility of slough and fistula formation. Total prostatec- 
tomy and seminal vesiculectomy for lesions that are over, near, or attached to the prostate 
is proposed in the belief that it will lessen the recurrence of carcinoma in these areas and 
eliminate postoperative urinary obstruction. The technic is one that requires utmost skill 
and care. 


THERAPEUTICALLY “‘REFRACTORY”’ HYPERTENSION : CAUSATIVE FACTORS AND MED- 
ICAL MANAGEMENT WITH CHLOROTHIAZIDE AND OTHER AGENTS. 

Lee, R. E.; Seligmann, A. W.; Clark, M. A.; Borhani, O. N.; Queenan, J. T., 

and O’Brien, M. E. Ann. Int. Med. 49: 1129 (Nov.) 1958. 


Thirty-five patients with refractory hypertensive disease were treated with chloro- 
thiazide in addition to the medications that had previously proved ineffective. These had 
been reserpine, reserpine with hydralazine, and reserpine and hydralazine combined with 
an autonomic-blocking drug. The cases were considered to be refractory because of intoler- 
able side-effects in 28 patients and no acceptable change in blood pressure in the other 7 
patients. In the majority an impressive reduction in blood pressure occurred; in some cases 
the patients became normotensive. The patients responding included 7 who had showed no 
change during other therapy. The mechanism of action of chlorothiazide is not clear. The 
absence of weight loss or diuresis in some patients suggests that the effect may not be en- 
tirely due to electrolyte loss. Three patients showed no symptomatic improvement and no 
significant reduction in blood pressure when chlorothiazide was added to their previously 
unsuccessful regimen. No differences could be discovered between these patients and those 
that responded. Gastro-intestinal disturbances necessitated discontinuation of chloro- 
thiazide or a reduction in dosage in 7 patients. Irregularity of the pulse occurred in 4 pa- 
tients and disappeared in four to fourteen after stopping chlorothiazide. In 1 patient with 
malignant hypertension, hematuria and petechiae developed eight days after starting 
therapy. The petechiae disappeared within eight days when chlorothiazine was discon- 
tinued; the hematuria persisted for more than three weeks. The place of chlorothiazide in 
the treatment of hypertensive disease is thought to lie between that of reserpine, hydral- 
azine and other drugs, and the autonomic-blocking drugs. If the first agents are not effec- 
tive, chlorothiazide may be added in an attempt to potentiate their effectiveness prior to 
the use of autonomic drugs superimposed on a chlorothiazide-drug combination, if 
necessary. 


VASCULAR DISEASE IN A DIABETIC CLINIC. 
Lewis, J. G., and Symons, C. Lancet 2: 985 (Nov. 8) 1958. 


Six hundred and fifty-four diabetic patients were investigated to determine the incidence 
of vascular disease in diabetes and its relation to age and duration of diabetes, obesity, 
hypertension, cholesterol level and electrocardiographic abnormality. Ninety per cent of 
the patients were over 40 years of age. Women predominated (73 per cent). Clinical vascular 
disease was present in 42.5 per cent; the majority of the patients had more than 1 complica- 
tion. Cardiovascular disease or electrocardiographic abnormalities were present in 59.5 per 
cent of the subjects; when those with hypertension were included this incidence rose to 73 
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per cent, so that only 27 per cent of the group could be considered to have a normal vascular 
system. The incidence of atherosclerotic heart disease was 19.3 per cent (angina 11.6 per 
cent, infarction 7.8 per cent); of peripheral vascular disease, 17 per cent; of nephropathy, 
4.1 per cent; and of retinopathy, 21.7 per cent. The incidence of clinical vascular disease 
increased with age and with the duration of diabetes. Obesity was slightly more common in 
patients with cardiovascular disease than in those without. Hypertension was present in a 
larger percentage of men and women with cardiovascular disease than in those without 
vascular disease. The serum cholesterol level was not significantly higher in patients with 
atherosclerotic heart disease; no relation could be discovered between the level of serum 
cholesterol and vascular disease. 


CLINICAL EXPERIENCES WITH TRIAMCINOLONE IN ELDERLY MEN. 
McGavack, T. H.; Tang Kao, K-Y.; Leake, D. A.; Bauer, H. G., and Berger, 
H. E. Am. J. M. Sc. 236: 720 (Dec.) 1958. 


Triamcinolone was administered to 31 men of average age 51.3 years and 1 woman aged 
44 years. Edema was present in 14 of the men, and was secondary to cardiac failure in 6 of 
them. Under the influence of triamcinolone, a significant loss of water, sodium and potas- 
sium occurred in the 31 subjects tested over periods varying from seven to seventy days. 
These losses were greatest in persons who initially were edematous. Edema apparently was 
not influenced in a patient with severe cirrhosis of the liver, nor in a second one with lym- 
phedema and secondary eczema. All subjects lost weight in the first days of treatment, but 
in 5 without edema, weight later increased. Urinary 17-ketosteroid excretion was depressed 
throughout treatment. The values for serum sodium, potassium, chloride, and CO, com- 
bining power were not appreciably altered. Under treatment with triamcinolone, some 
improvement in appetite occurred in 4 subjects. Euphoria was observed in 1; this may have 
represented an improvement in the previous apathetic state. Blood pressure was not appre- 
ciably altered by the use of triamcinolone. Dosages between 6 and 12 mg. daily proved to 
be effective in the observed conditions, which included lymphedema, edema due to cardiac 
failure, arthritis, periarteritis nodosa and psoriasis. No clinically recognizable influence 
was exerted in patients with “uncomplicated” generalized arteriosclerosis, chronic hyper- 
trophic pulmonary emphysema without heart failure, Huntington’s chorea or hepatic 
cirrhosis. The last condition may have been aggravated. Undesirable effects included pur- 
pura in 2 subjects, weakness in 2, and mooning of the face in 1. Upon withdrawal of the drug, 
retention of fluid and probably also of sodium occurred in 3 persons, in 1 of whom acute 
pulmonary edema developed. Severe hepatic damage was judged to be a contraindication 
to the use of the drug. (From authors’ summary.) 


CLINICAL EFFECTS OF THE COMBINED ADMINISTRATION OF NICOTINAMIDE AND 
METRAZOL TO A GROUP OF TEN GERIATRIC STATE HOSPITAL PATIENTS. 
Phipps, E. B., and Hogle, F. D. J. Indiana M. Assoc. 51: 1661 (Dec.) 1958. 


Skepticism as to the benefit reported to be derived in geriatric mental patients from the 
administration of nicotinamide and pentylene-tetrazol in combination led to a re-evalua- 
tion of such therapy. The preparation used was an elixir (Metalex) containing in each dram 
50 mg. of nicotinic acid and 100 mg. of pentylenetetrazol. The dosage initially was 1 dram 
three times daily for two weeks and then 2 drams three times daily for eight weeks. The 
10 female patients aged 68 to 87 years, who had been hospitalized for one to twenty-eight 
years, each had some easily discernible mental abnormality such as a chronic brain syn- 
drome, schizophrenic reaction or manic depressed reaction. During or immediately follow- 
ing ten weeks’ therapy, clinical changes were observed in 8 patients. This consisted of 
benefit in 4, but deterioration in 4 others. Benefit consisted of an increase in energy and 
sense of well being, and occurred in patients whose personalities were relatively secure. 
Patients with unstable personalities seemed to have an enhanced “sense of ill being’’ or 
showed further symptoms of stress including irritability, insecurity, or a return to psy- 
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chotic mechanisms of defense. An acute paranoidal state developed in 1 patient. Further 
trial of this combination of drugs appears to be warranted but its use is probably contra- 
indicated in elderly persons with personality structures characterized by a paranoid or 
emotionally unstable disposition. 


OBSERVATIONS ON ARTHROPLASTY OF THE KNEE. 
Potter, T. A., and Kuhns, J. G. Surg., Gynec. & Obst. 107: 359 (Sept.) 1958. 


Nylon membrane is an effective material for interposition in arthroplasty of the knee 
joint in chronic arthritis. The indications for arthroplasty of the arthritic knee joint are 
severe pain and great restriction of motion when both knees and other joints are seriously 
involved. Satisfactory function as shown by lack of pain, a good range of active motion, 
normal stability, and the ability to walk without support was shown by three-fourths of 
100 patients two years after operation. In the 14 instances of bilateral arthroplasties, func- 
tion was as good as that resulting from unilateral arthroplasties. However, it is now believed 
that greater endurance and stability will result if arthroplasty is performed on one knee 
joint only, and a rigid brace or an arthrodesing operation is employed on the other side. 
Secondary operations were required in 30 cases. The quadriceps muscle should be length- 
ened to secure flexion whenever the knee joint has been fixed in extension for more than one 
year before operation. The nylon membrane wears away on weight-bearing surfaces after 
three years. Its removal in 15 knees has not disturbed function in these knee joints. 
(Authors’ summary.) 


CARDIAC RUPTURE DUE TO METASTASES FROM A CARCINOMA OF THE ANTRUM. 
Singer, D. H.; Czernobilsky, B., and Steinberg, L. A. Circulation 18: 918 (Nov.) 
1958. 


The case is described of a 70-year-old male with a primary anaplastic carcinoma of the 
right maxillary antrum and evidence of widespread visceral dissemination, including me- 
tastases to the heart. Myocardial rupture had occurred through one of the metastatic 
lesions. This appears to be the fourth instance of rupture as a sequel to tumorous infiltra- 
tion of the heart. Among the metastases were one or more to a clear-cell adenoma of the 
left kidney. This instance of metastasis of ‘‘cancer to cancer’’ is the second case of this rare 
condition seen in recent necropsy material. (From authors’ summary.) 


CLINICAL EXPERIENCE WITH INTRAMUSCULAR WARFARIN SODIUM (COUMADIN 
SODIUM). 
Trumble, E. A. Surg., Gynec. & Obst. 107: 303 (Sept.) 1958. 


Tested alone in a single dose followed by oral administration of the drug, and in multiple 
injections, warfarin sodium by intramuscular injection proved as efficacious as when given 
orally or intravenously. The prothrombin alteration was similar. The hypoprothrombi- 
nemia could be predicted and no difficulty was encountered in changing to oral dosage of 
the drug. Repeated injections could be employed satisfactorily. The dosage used was 1 mg. 
per Kg. It was reduced in accord with major changes in clinical status, such as at the time 
of operation or a severe myocardial infarction. No side-effects occurred and no disadvan- 
tages of this method became apparent. 


LA FONCTION CORTICO-SURRENALE CHEZ LE VIEILLARD (FUNCTION OF THE SU- 
PRARENAL CORTEX IN THE AGED). 

Warter, J.; Schwartz, J., and Weryha, A. Gior. Gerontol. 4: 391, 1956; through 
Excerpta Med. (Geriatrics & Gerontol.) 1: 135, 1958. 


The following observations were made on 60 persons of both sexes over 50 years of age: 
significant reduction of 17-ketosteroids in the urine of both sexes from the age of 50 on- 
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wards. The readings are higher throughout in the male, but the proportion of androgen 
to 17-ketosteroid decreases equally in both sexes. There are people over 80 years of age 
capable of excreting quantities similar to those in younger subjects. Reduction in the excre- 
tion of urinary corticosteroids is less marked, but quite distinct. Upon administration of 
ACTH, the following results were recorded: one group of subjects showed a mild reaction 
similar to that in the normal adult; a second group with extremely low initial readings 
showed an enormous increase in both fractions; a third group showed only a slight rise in 
urinary corticoids while the 17-ketosteroids diminished still further. As the suprarenal 
gland plays no leading role in the aged, hormonal treatment cannot be considered as general 
rejuvenation therapy. 


AN ANABOLIC STUDY WITH NORETHANDROLONE IN FOUR ELDERLY UNDERWEIGHT 


MALES. 
Webster, D. Brit. M. J. 2: 1447 (Dee. 13) 1958. 


Four men aged 56 to 80 years had failed to gain weight following an illness from which 
they had recovered. None had any impairment of renal or liver function. Each showed a 
significant gain in body weight and marked nitrogen retention after three to six week’s 
treatment with norethandrolone (17-alpha-ethyl-19-nortestosterone). The gain was more 
rapid with 50 mg. than with 30 mg. of the steroid daily. After the initial gain, the weight 
remained more or less constant. Measurements of total body water and of extracellular 
water before and after treatment indicated that the weight gain was due to an increase in 
the lean body mass and not to simple fluid retention. The steroid produced no androgenic 
or other unpleasant side-effects. Norethandrolone should prove useful for increasing the 
lean body mass in persons who fail to gain weight despite an adequate diet. 
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NEWS AND NOTICES 


ANNUAL SCIENTIFIC MEETING OF THE GERONTOLOGICAL 
SOCIETY, INC. 


The Twelfth Annual Scientific Meeting of the Gerontological Society, Inc. 
will be held November 11-14, 1959 at the Statler Hotel, Detroit, Michigan. 

Abstracts of papers should be submitted to the chairman of the appropriate 
Section, for consideration by the Program Committee. Abstracts of exhibits 
should be sent to the Chairman of the Exhibits Committee for consideration 
by the Committee. Chairmen of the five sections and Exhibits Committee are 
listed below. The deadline for sending in abstracts is July 15, 1959. Abstracts 
should be submitted in duplicate, double-spaced, and include the title, author(s), 
and the institution or laboratory of origin. The text of the abstracts of papers 
should include the purpose of the investigation, the general methods, material, 
and the results or conclusions. The author should indicate at the end of the 
abstract whether he will present lantern slides and, if so, the size to be used. 

Abstracts should not exceed 250 words and should be checked carefully by 
the authors and be “letter perfect” since galley proofs of abstracts cannot be 
sent to the authors. Tabular matter should not be included in the abstracts. 
Orders for reprints of abstracts should be sent to the Journal of Gerontology, 
660 South Kingshighway Blvd., St. Louis 10, Missouri, by September 1, 1959. 

Program rules provide that each speaker be given 10 minutes for his paper, 
followed by a 5-minute period for discussion. Program chairmen will be asked 
to enforce the 15-minute period, without exception. Speakers are urged to 
rehearse and time their papers, keeping in mind the importance of opportunity 
for discussion. Speakers will be limited to one paper for sessions of a particular 
section. 

The theme of the 1959 meeting is ‘‘New Frontiers of Research and Training 
in Gerontology.”” Members of the individual sections are asked to make their 
papers conform with the theme and to put special emphasis on new findings 
and their significance for scientific and social progress in the field of gerontology. 
The Section on Clinical Medicine, in addition to papers on clinical medicine, 
invites papers and exhibits in the fields of Dental Medicine, Veterinary Medicine, 
and Nursing. 

Witma Donanve, Pu.D. 


Biological Sciences: Dr. WARREN ANDREW 
Department of Anatomy, University of Indiana 
School of Medicine, Indianapolis 7, Indiana. 
Clinical Medicine: Dr. Ropert T. MONROE 
Geriatric Clinic, Peter Bent Brigham Hospital, 
270 Commonwealth Avenue, Boston, Massa- 
chusetts. 
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Psychological and Social Dr. Marion Buncu 


Sciences: Department of Psychology, Washington Univer- 
sity, St. Louis 5, Missouri. 
Social Welfare: Mr. JEROME KAPLAN 


Mansfield Memorial Homes, Inc., Walpark 
Building, Mansfield, Ohio. 
General Membership: Mr. HERBERT SHORE 
The Dallas Home for the Jewish Aged, 2525 
Centerville Road, Dallas, Texas. 


Dr. A. HAzEN PRICE Dr. Leo GITMAN 


Chairman, Local Arrangements Chairman, Exhibits Committee 
Committee Brooklyn Hebrew Home and Hospital for 
62 West Kirby Avenue, the Aged, 
Detroit, Michigan. Howard and Dumont Avenues, 


Brooklyn 12, N. Y. 


Dr. Witma DoNnAHUE 
Program Chairman 
Division of Gerontology, 
University if Michigan, 

Ann Arbor, Michigan. 


GERONTOLOGICAL RESEARCH FOUNDATION 
ANNUAL ESSAY CONTEST 


The Gerontological Research Foundation offers two awards in its Annual 
Essay Contest: one to students in biology and medicine, and the other to stu- 
dents in the social sciences and social welfare. The awards will be made for recent 
research studies, particularly when there is evidence of original thinking on the 
part of the writer. 

The awards are for $100 each and will be presented at the Twelfth Annual 
Meeting of the Gerontological Society to be held in Detroit, Michigan, Novem- 
ber 12, 13, 14, 1959. Travel expenses will be provided for the winners. 

Essays should not exceed 1500 words and should be submitted in triplicate 
no later than August 1, 1959. Manuscripts should be sent to: Scientific Director, 
Gerontological Research Foundation, 5600 Arsenal Street, St. Louis 9, Missouri. 


DUKE UNIVERSITY REGIONAL CENTER FOR THE STUDY OF AGING 


Plans for a three-quarter million dollar building to house the Duke University 
Regional Center for the Study of Aging were announced today by Duke Presi- 
dent, Hollis Edens. 

The structure will provide facilities for a multi-pronged attack on the problems 
of aging by researchers in medical, biological, social and behavioral sciences. 

A construction grant of $388,000 has been made to Duke by the National 
Institutes of Health, research center of the U.S. Public Health Service. Matching 
funds, now being sought by the university, will bring the total to $776,000. 
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Preliminary plans call for the building to be erected in front of Duke Hospital 
where a parking area is now located near the hospital emergency entrance. The 
beginning date for construction will depend upon how soon matching funds are 
obtained. 

The structure will be of modified Gothic architecture and will be faced with 
native North Carolina stone to match other West Campus buildings. Some 
35,000 square feet of floor space will be provided by five stories, including a 
basement and sub-basement. 

Dr. Ewald W. Busse, Duke psychiatry department chairman and head of 
the Regional Center for the Study of Aging, said the purpose of the building is 
to provide space for research concerned with the processes of aging and the 
health of the aged. 

Representing a concentration of university-wide interest in this field, the 
center was established in July 1957 with U. 8. Public Health Service support 
which will total $1,500,000 over a five-year period. The Ford Foundation re- 
cently augmented these funds with a $200,000 grant for a sociological-economic 
study in aging. 

Dr. Busse said that the new building will bring together researchers who 
are currently working under crowded conditions in widely separated parts of 
the university. Also, the new space will permit initiation of projects which have 
hitherto been prohibited by lack of space. 

Included in the building will be laboratories for a number of continuing projects 
such as studies of how aging acts upon the body’s central nervous system (brain 
and spinal cord) and the blood-vessel changes that accompany aging. 

Quarters will be provided for the Interdisciplinary Health Team, which 
coordinates the findings of other research groups working in the field of aging. 
Other facilities will include waiting rooms for elderly people who serve as vol- 
unteer research subjects; offices for old-age studies linked with sociology, eco- 
nomics, law and religion; and administrative offices and research record rooms. 

Dr. Busse noted that the Regional Center for the Study of Aging is built 
upon a university-wide integrated effort which was formally organized in 1953 
as the Duke University Council on Gerontology. 

Major aims of the council are: to stimulate interest in research related to the 
processes and problems of aging; to provide a centralized body of information 
about gerontology; to encourage exchange of information among researchers 
approaching gerontology from the viewpoints of various disciplines such as 
medicine, psychology, sociology and economics; and to disseminate information 
resulting from studies carried on at Duke. 

(Taken from The Durham Sun, March 6, 1959) 


PUBLIC AFFAIRS COMMITTEE URGES PLANNING NOW FOR 
HAPPIER OLD AGE 


A stirring challenge to young and middle-aged persons to begin now in pre- 
pering for the problems of old age is contained in a new 25-cent pamphlet, 
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Making the Most of Your Years, published by the Public Affairs Committee, 22 
East 38th Street, New York City. 

“Old age is not an achievement of the privileged few these days,’ 
Evelyn Hart points out. “It is the destiny of most of us.” 

“In 1900, little more than half a century ago, there were only three million 
people in the United States who were 65 or older. Today, there are fifteen million 
in that age bracket, and thirty-four million more between 45 and 64!’ 

Miss Hart discusses all of the more serious problems encountered in old 
age—health, nutrition, finances, housing, recreation and social life. 

For the sake of health and happiness, she suggests: 

Develop the habit of visiting your doctor for regular physical checkups. 

See your dentist at least once a year. 

Protect yourself with adequate health insurance. 

Consult your doctor about proper diet as you grow older. 

Enroll in a health education course in your adult education program. 

Take an active part in seeing that essential services are provided for the older 
citizens in your community. 

“In recent years,” Miss Hart states, “it has become easier for older persons 
to find the kind of recreation they need and want. In addition to the various 
crafts, dancing, group singing, and a wide range of games, most clubs and centers 
provide facilities for sewing, painting, movies, and discussion and study groups.” 

“Tf you are still in your middle years, and if you have no interests outside 
your family and your job, start looking for some today. ... Learn to relax—to 
play—to have fun ... and you will enjoy your longer life.” 

“The ability to enjoy your later years is not something wrapped in a pretty 
package and presented to you bya relative, a friend, a social worker, or a govern- 
ment representative.” “It requires an atmosphere of mutual understanding 
and respect, a willingness on everybody’s part to share responsibilities and to 
plan realistically, both on an individual and on a community basis.” 

Many older people “fear rejection by the younger members of their family, 
younger friends, and by the community.” 

“Your acceptance or rejection ... will depend in large measure on two fac- 
tors—and the greatest of these is you. Each of us must face the fact that we 
will not be respected and beloved simply because we are old... . It is no longer 
any feat to attain old age. Nearly everybody’s doing it. If we want affection 
and respect, we must earn it by first giving to others our affection and respect 
and consideration.” 

“The medical and scientific developments that have so remarkably extended 
our life span in the past half century are tremendously exciting,” Miss Hart 
concludes. “But even more exciting is the challenge to make these added years 
rich and creative and happy.” 

Making the Most of Your Years is the 276th in the Public Affairs Pamphlet 
series which is now in its 23rd year. The series has included many other dis- 
tinguished titles covering social and economic problems, family relations, health 
and intergroup relations. 
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